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BY OSCAR CRAIG, 
President of the State Board of Charities of New York, Rochester, N. Y. 


You will credit me with sincere regret, and with sympathy 
in your natural feeling of disappointment, that any event out of 
our control should have intervened to prevent the presentation 
of the paper by the person and on the subject appointed at the 
last conference. But as one of the two substitutes recently as- 
signed in the place of the person of your first choice, I have 
very gladly acquiesced in the assignment also of two substitutes 
for the subject first selected, and accepted the one, defined for 
me in my letter of invitation, in this concrete and proper form, 
Viz.: 

‘*The New York Law; and Reasons Urged in Its Favor; and 
the General Advantages of State Care.” 

Early in the century the State authorized the town overseers 
of the poor to send dependent insane to the New York Hospital. 
A generation later, in 1843, the State Lunatic Asylum at Utica 
was established. But the great mass of the indigent insane 
were left in the poor-houses. This condition of things was 
represented to the Legislature by successive memorials and re- 
ports, among which may be mentioned the memorial of the 
county superintendents of the poor in 1856, and nine years later 
the report of Dr. Willard. Partial relief was given in 1865, by 
the act creating the Willard Asylum for the Chronic Insane. 
Authority to determine what counties should be placed under the 
provisions of this Act was given by it to the trustees of the 
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asylum, subject to the approval of the governor; and in 1870, 
they with his approval designated all the counties of the State 
except Albany and Jefferson and the counties independent of the 
Act, viz.: New York, Kings and Monroe. But the census of 
the indigent and chronic insane in the designated counties ex- 
ceeded the capacity of the asylum, being in the proportion of four 
to one. The result was more than a miscarriage of relief, for it 
carried to the officers of these counties a legal command which 
could not be obeyed. 

To remove this scandal and to prevent special legislation on 
the subject, the legislature by a general act, in 1871, delegated 
to the State Board of Charities, which was created in 1867, au- 
thority to grant to county superintendents of the poor exemp- 
tions from the Willard Asylum Act, with power to revoke such 
exemptions, and to issue mandates for the removal of insane 
inmates of county poor-houses to state institutions. Thus was 
the legislative embarrassment resolved into an administrative 
difficulty. 

During its administration of this law, through a period of 
nineteen years,-the State Board exempted nineteen counties; 
recommended, and through the friendly co-operation of county 
authorities, secured many removals from county to state care; 
directed and compelled one county superintendent to remove all 
the insane in his custody to a state institution; prevented all 
other counties which had applied, save one, from obtaining by 
special legislation exemptions which it had refused or condi- 
tioned; and promoted the act creating the Binghamton Asylum 
for the Chronic Insane; but failed to secure the translation into 
law of its other recommendations for further state relief of the 
same sort; though during the intervening time of fourteen years 
between the passage of the respective acts for the two state 
asylums for the chronic insane, there were created three new 
state hospitals for the acute insane. 

The embarrasments of this administration were, (first,) the 
evident intent of the statutes making state care permanent and 
county care provisional; but (second), the crowded condition of 
the state asylums, which required exemptions, in order to reform 
as well as to legalize the necessary poor-house custody; while 
(third), the same condition rendered the power to revoke such 
licenses of county care, or to remove its subjects from county 
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custody, and thus rightly to reform or regulate county asylums, 
simply nugatory and practically void. 

Throughout these difficulties, the president and the secretary 
of the State board were loyal to the ideas and spirit which in- 
form and influence hospital or medical treatment. While 
regarding the temporary rights of counties, under the provisional 
policy of the legislature, they gave the preference to the practice 
as well as the principle of state care. The secretary, 
Dr. Hoyt, at the session of the conference in Madison, main- 
tained the affirmative of the issue in favor of state institutions 
for the chronic insane against the contention of representatives 
of Wisconsin for county asylums. In 1882 the former president, 
Mr. Letchworth, made an elaborate report to the board, showing 
defects of the exempted asylums and some of their departures 
from the proper standard. 

In the summer and fall of 1888, the standing committee or. 
the insane appointed by the State Board of Charities, made a 
special examination of the asylums in the exempted counties, 
and reported their findings of facts showing the existence of 
evils which should be remedied, with their opinion of the 
necessity and nature of legislative relief, to the board; which ac- 
cepted and adopted their report, and transmitted it to the 
legislature of 1889. The general conclusions from the facts 
found were, that the only permanent relief would be secured by 
state care, or the alternative of county care, so reformed as, 
among other things, to be governed by trustees appointed by the 
Supreme Court, which on its equity or chancery side is the 
guardian of the insane. 

The State Board of Charities in adopting this report, did not 
elect between the alternative remedies presented; but the ma- 
jority of its members, including all of its said committee, did 
declare their choice in favor of exclusive state care. This good 
deliverance was made with due regard to the Wisconsin system as 
well as the county system under the New York exemption law. 
The reasons for this choice, therefore, are naturally presented in 
their relations to prominent points of the rejected systems. 

In Wisconsin, the statute provides for the appointment of the 
trustees of the county asylums by the respective boards of super- 
visors, thus suggesting pauper features; the general practice 
appears to be that the superintendents of the asylums are 
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superintendents of the poor-houses, in which they sometimes 
reside, (Report of 1887-8, pp 16 and 20); the paupers and the 
insane have in some counties been housed in the same buildings 
or in those adjoining or adjacent, (Reports of 1885-6, pp. 39, 
48-9, 52 and 58-9; and of 1887-8, p. 5), making open doors, one 
would think, not so very desirable in all respects; and in two 
counties prior to 1886, contracts were suffered to continue until 
the discovery of gross abuses of the patients by the contractors, 
(Reports of 1883-4, pp. 52-3; and of 1885-6, p. 34); and finally the 
rules prescribe a sufficient number of attendants, quite in- 
definite, and medical inspections at least once a fortnight, only 
one-fourteenth of what should be required, especially in view of 
the admission that insane persons may be easily overworked, 
(Report of 1887-8, p. 6), and of the often repeated assertion that 
the cost of maintenance is reduced by the earnings of the 
patients. The allusions in the successive reports of the State 
Board of Wisconsin to the abolition of mechanical and chemical 
restraints, are in effect no more than simple references to 
similar reforms in New York and other states; and the frequent 
mention of patients who are allowed to come and go as they 
please, evidently applies only to a fraction of about one-third; 
though it is pleasant to remark that the rule prescribing airing 
courts, (Report of 1881, p. 18), which should rather be pro- 
hibited, appears to have been honored in the breach, and that 
such enclosures have been abolished (Reports of 1885-6, pp. 28, 
38, 42, 44, 54, and of 1887-8, p. 8.) 

Little, if anything, is said in these reports as to whether the 
classification is good, or as to whether there are mixed dormito- 
ries or night wards without night attendants, where the cleanly 
and quiet cases are apt to be keen sufferers from the filthy and 
disturbed classes. 

As one example of the relatively low standard of judgment 
determined by the legal provisions and procedure of Wisconsin, 
comparison is here made between two reports on the Ulster 
County Asylum in the State of New York. The first is a state- 
ment of a visit made July 11, 1888, by A. E. Elmore, W. W. 
Reed and A.O. Wright in behalf of the Wisconsin Board, and 
published in its annual report for 1887-8, at pages 193 and 194, 
from which the following excerpt is made, viz: 

‘*Altogether we believe this institution has started on the 
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right road, and only needs encouragement from the New York 
State Board of Charities to be made a very good County 
Asylum.” 

The second report is of a visit made September 20, 1888, by 
Commissioners Craig and Milhau of the State Board of Charities 
of New York, adopted in the annual report of the board issued 
in 1889 (pages 191-2), in which occurs the following passage: 

“In all the day-rooms and connecting hall for the men, are 
only twelve chairs and two narrow benches without backs, 
capable of holding each three or four persons, making twelve 
good seats and about eight bad seats, in all twenty seats for 
thirty-one patients; while in said ward No. 2, the principal hall 
with sleeping rooms for the insane men, are no chairs, benches, 
tables or other pieces of furniture except bedsteads. In the day 
hall and rooms for the insane women are only eleven chairs and 
no other seats, and no tables or other furniture for thirty-five 
patients; while in their principal dormitory hall and rooms are 
no chairs, benches, bureaus, stands or other pieces of furniture 
except bedsteads. Two of the associate dormitory rooms, each 
with seven or eight beds, have only one window each.” 

Here it will be seen were in the whole institution only thirty- 
one seats for sixty-six patients. This fact was not mentioned in 
the report of the Wisconsin Board. Comment on the rule of 
judgment in the first inspection, as well as on the facts of the 
Situation, is unnecessary. 

In observing these obvious defects in the standard as well as in 
the actual status in Wisconsin, we are glad to note that every- 
where they appear to be faults of the law and not defaults of the 
board, through the exceptional character and diligence of which 
it is certain there have been many successful contentions against 
evils (Report of 1885-6, p. 34, and other reports), and that re- 
sults so far as they are good have been secured. 

And it is owing the Wisconsin Board to concede, that, given 
the situation described, where only ten years ago county care 
kept patients without clothing, and others on straw, bedded 
down as for horses and cows, and others over pig pens, and while 
the State refused or neglected to grant the relief of its own direct 
care, it was the part of statesmanship and philanthropy in the 
members of the board to devise the present scheme, and to de- 
velop it so well in practice as they have done. 
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At the same time it is due to the truth to say that the Wis- 
consin county care, as it appears from the clear and candid 
statements of the said reports, is open to many, if not all of the 
objections on account of which the New York county care was 
condemned, and is inferior to the former New York State care 
of the chronic insane. 

It is in accordance with the law of the relativity of knowledge 
that the foregoing comparisons of the Wisconsin system, which 
often has been set forth as representative county care, and the 
following discussion of objections to State care, enter into the 
consideration of the New York law. 

It is often stated that small institutions are more favorable to 
individual treatment. Experience seems to show the contrary, 
in public asylums limited in the cost of maintenance. Classifi- 
cation can be secured only by means of many wards, without 
which there can be no differentiated or individual treatment. 

It is sometimes said that in large hospitals or asylums, the 
medical warden cannot personally care for each inmate. In 
answer it may be said that the business of the superintendent is 
to superintend, and the duty of the different medical officers 
responsible to him, is to give personal attention to their respec- 
tive cases, as is very well illustrated in the relations of the presi- 
dent and professors of a university. 

A cursory reading of the reports of the Wisconsin Board might 
impress a novice with the notion that county care affords better 
conditions for occupation and non-restraint of patients. But 
their successive statistics for February and March of this year 
show that their State hospitals, though dealing with the acute 
and more troublesome subjects, put a less proportion of cases in 
restraint and more in occupation than their county asylums. 

The chronical character of cases committed to county care is 
pleaded in its justification. But ‘‘chronicity,” if the word may 
be allowed, is not the equivalent or indication of incurability. 
Such forms of insanity as general paresis and perhaps primary 
dementia, indicate from the outset structural changes of the 
nervous organism. Moreover, general paresis at the last as well 
as the first stage requires hospital treatment. 

The line between curable and incurable cases or changes in 
the same case is variable and can be discovered, if at all, by 
medical tests, but can not be determined by a defined period of 
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time or any legal criterion. It may correspond to one unit of 
time in an individual, and to ten units of time in another indi- 
vidual, and in either instance may be so uncertain as to require 
the continuance or repeated recurrence of hospital treatment. 
At last, if ever, when the poor patient is given over as incurable, 
he may need the better classification and environment and 
hygienic conditions of an institution under medical supervision. 

On this point there is no better commentary than the deliv- 
erance of the County Superintendents of the Poor of New York 
in 1855, as follows: ‘* Whereas, it is already conceded, and has 
been adopted as the policy of this State, that insanity is a dis- 
ease requiring in all its forms and stages special means for treat- 
ment and care; therefore, Resolved, That the State should 
make ample and suitable provision for all its insane not in a 
condition to reside in private families.” 

The indigent insane, as paupers, it is said, deserve nothing 
better than pauper or county care. Implied in this assertion is 
the assumption that the indigent or dependent insane are pau- 
pers. But the premise is false. Nevertheless it has almost 
always passed current in discussion among laymen, and, has 
sometimes received the imprimatur of distinguished authorities 
in social science. The fact that almost all the classes in ques- 
tion have trades or occupations and are willing workers, as 
paupers never are, shows the supposition to be erroneous. The 
mistake may be due to the pauper care which the dependent 
insane have received, or to their mental and moral manifesta- 
tions, which are often unjustly regarded not as effects, but as 
causes of their disease. The laborer, or artisan, or clerk, or 
ordinary professional man, does not enjoy an income sufficient 
to support himself or his wife, the mother of his children, when 
stricken with a mental malady, in a private institution, and at 
the same time maintain the rest of his family at home. The 
victim, therefore, becomes dependent on the public as indigent 
insane. But it may be safely affirmed that not five per cent. of 
the inmates of public institutions for the dependent insane are 
paupers in any proper sensc. 

The contention of economy is persistently pressed by the 
advocates of county care. Thus in Wisconsin it is urged that 
the current rates of expense per week in the county asylums are 
about two dollars per capita, with emphasis on the point that 
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they are about one half of those in the State hospitals. But in 
New York such cost for maintenance for State care in Williard 
asylum for the chronic insane was only two dollars and twenty- 
five cents, exclusive of salaries, or about one half that in the 
State hospitals for the acute insane. Moreover, there were out- 
side of the city and county of New York and Kings county, 
containing the city of Brooklyn, only two counties which kept 
accounts of the insane department, and in these two counties 
such cost was greater than that at Willard. Under the new law 
the charge for chronic insane in each of the State institutions 
includes clothing and breakage, and hospital treatment so far as 
needed, and is fixed at the low rate of two dollars and fifty cents, 
with the hope that on the completion of the accommodations 
provided for it may be reduced to the former rate at Willard. 

As no issue is ever raised over State hospital treatment of the 
acute insane, the unreasonable cost of hospital buildings is irrel- 
evant. But recent buildings ordinarily of the expensive class, 
viz.: infirmaries, have been erected at Willard and Bingham- 
ton asylums for two hundred and fifty dollars per capita. These 
structures, however, were not in all respects up to the proper 
standard. The new law provides that the expense of additional 
buildings required for the chronic insane, ‘‘including the neces- 
sary equipment for heating, lighting, ventilation, fixtures and 
furniture,”’ shall not exceed five hundred and fifty dollars per 
capita. Comment is unnecessary. 

The history of lunacy legislation and administration in New 
York, with references to the Wisconsin system, and a compari- 
son of the general advantages of State care and county care, 
having been given with undue brevity, we hasten to present 
some of the particular features of, as well as specific reasons for, 
New York’s new law. 

The new system makes State care coterminous with public 
care; with the exception of New York, Kings and Monroe coun- 
ties, which were independent of the Willard Asylum act; but 
with the option in each of these three excepted counties to come 
under the law. Monroe county has already elected to take its 
benefits and bear its burdens. 

The new statute puts the State institutions, including the four 
hospitals for the acute insane, with the new St. Lawrence Hos- 
pital and the two asylums for the chronic insane, upon the same 
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basis. These seven institutions are now hospitals for all the de- 
pendent insane. This feature of mixed hospitals or asylums 
for acute cases and all chronic classes of the insane was severely 
criticised by the former president of the State board, Mr. Letch- 
worth, than whom perhaps no alienist or specialist was better 
qualified to speak from study and travel among institutions in 
this country and abroad. His opposition to this part of the new 
system did not, however, lead him to oppose the system as a 
whole. His noble nature overruled his special objection for the 
sake of the general movement of progress toward State care. 

It is contended by the proponents of the mixed system that 
its advantages are greater than its disadvantages. Among the 
grounds on which their contention is urged, are the necessity of 
preserving an open way for free interchanges between hospital 
treatment and custodial or domiciliary care, following changes of 
condition in the same case, and the unwise as well as unscientific 
nature of the former procedure, under which were statedly 
removed all the classes who had passed the hospital limit of time 
and thus had incurred the legal if not the medical sentence of 
incurability. 

The statute provides that the new buildings necessary for the 
accommodation of the chronic insane shall be erected at a reason- 
able cost, as already stated; and of more moment, that they shall 
be on the cottage plan, each with a capacity for population not 
less than ten nor more than one hundred and fifty patients. 

The committee of the State Board having considered the 
question of the mixed system, and having dismissed it without 
coming to any conclusion on its merits, were of opinion that in 
view of the restrictions respecting the cottage plan, and of the 
abolition of the two years’ test, and of the necessity of a recon- 
ciliation of all friends of reformatory legislation, it was their 
duty to support the bill then pending in the legislature; and 
their conscience being so informed, they acted accordingly, with 
the active support of State Commissioners William Rhinelander 
Stewart and Ripley Ropes. 

This bill being in substance the same as the law in its present 
form, had, prior to the adoption of the report of the committee 
by the State Board, been introduced into the Legislature by the 
State Charities Aid Association. This society has for its presi- 
dent Professor Chandler of Columbia College, whose honored 
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name is associated with good work in many public reforms, and 
it has for many years been composed of prominent citizens, in- 
cluding leaders of thought in Church and State and in benevo- 
lent and scientific circles. But it is acknowledged with common 
consent that the one person who initiated the movement for 
revision and reform of the lunacy law, and inspired it from 
beginning to end with the idea of exclusive State care, and car- 
ried it by persistent force and wise argument to success, is Miss 
Louisa Lee Schuyler. 

Then the representative alienists and medical faculties, and 
most of the enlightened publicists of the State were united 
in support of the same measure. 

In a matter concerning not the administration but the reform- 
ation of the law, there was no reason why members of the 
official board should not act with unofficial but enlightened and 
representative bodies, in securing a system which if not absolute- 
ly is relatively and reasonably good, and which is a decided im- 
provement on that which it has supplanted. 

With these combined forces the bill was nearly carried through 
the Legislature of 1889, passing the Senate and failing only by a 
few votes in the Assembly. An associate bill drawn by Dr. 
Stephen Smith, the former distinguished commissioner in lunacy, 
and favored and forwarded by the same committee of the State 
Board of Charities, was enacted at the same session of the Legis- 
lature, creating a commission in lunacy. On the appointment 
of its three members, only its learned and accomplished chair- 
man, Dr. Carlos F. MacDonald, had pronounced in favor of 
State care, while one of the others had been its radical opponent. 
But after official investigation the commission became a firm unit 
in favor of the bill which had so nearly become a law; and with 
its former friends did excellent service in procuring its enact- 
ment by the Legislature of 1890. These reminiscences serve to 
commend the abstract merits of the measure, and also the per- 
sonal merits of opponents as well as promoters of the move- 
ments; and tend to make the advocates of the reform charitable 
toward its early adversaries. In this spirit of mutual respect 
and confidence, it is hoped that persons of all opinions will ac- 


cept the logic of events, at least provisionally, and join hands in 


all just measures for a fair trial, on which if the law should fail, 
it would be expected that its friends would contribute to joint 


ab 
| 
| 
| 
| 

| 
| | 
| 

“i 
ti 


1891.] BY OSCAR CRAIG. 181 


efforts for its modification or the substitution of another 
system. j 

In this matter the leaders of the political parties have been 
superior to partisanship. The record would be incomplete with- 
out mention of Governor Hill and of influential members of the 
Legislature, including Senators McNaughton, Fassett, Stewart 
and Robertson, Assemblymen Crosby and Acker, and others who 
secured the reformatory legislation to the State of New York. 

The syllabus of the law prepared and published by the State 
Charities Aid Association, is with permission appended. 

There is no actor in the movement, now happily consummated, 
who is authorized to give a compendium of all the grounds on 
which all the movers were actuated in urging the enactment of 
the measure. But it is believed that such a complete synopsis 
would include the following summary of reasons, viz: 

First. The medical supervision of the State Hospital, with its 
semi-daily inspection of all its patients by competent and trust- 
worthy physicians, and the absence of anything like it in the 
average county poor-house or asylum, are reasons enough for ex- 
clusive State care. 

Second. The more beautiful environment of the State institu- 
tion, with its adaptations and facilities for graduations and vari- 
ations and successions of scene for different patients or phases of 
the same patient, tending to excite more healthy correspondence 
in their nervous organisms, and playing often the chief part in 
recovery, is sufficient to justify our contention in favor of State 
care. 

Third. The county institution with four wards, being two for 
each sex, has most inadequate means for classification, in that 
seldom will the cleanly and quiet cases be simply equal in num- 
bers to the filthy and disturbed classes, so that almost always 
will such wards which the casual or superficial observer might 
call homelike in the daytime, become in the night season, with- 
out night service, filled with disgusting and repulsive horrors for 
the better classes of patients. 

Fourth. Inasmuch as one hundred patients need as many 
classifications as do one thousand, but with wards containing 
twenty-five inmates each, the former population would fill only 
four, while the latter population would fill forty wards, it is man- 
ifest that the State institution with the larger census has the 
advantage over the county institution with the smaller census. 
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Fifth. Moreover the State institution alone is likely to have: 
the means for changes of classification to meet the demands of 
changes of cases and above all changes in the same case. 

Sixth. The labor of the State patient is for his own benefit 
under medical supervision, while the labor of the county patient 
is for his own support without medical supervision. 

Seventh. In fine, the State institution always, and the 
county institution almost never, treats its patients as sick per- 
sons, as in fact they are, whether suffering from acute attacks or 
succumbing as chronic invalids. 

Eighth. The pauper associations of county care, caused by 
putting the indigent insane in the poor-house or in a building 
adjoining or adjacent, or on the poor farm, or under poor-house 
officials, are degrading to the indigent or dependent insane, who, 
as has been shown, are seldom paupers. 

Ninth. Individual care is practicable to a greater extent in a 
State institution, though larger, because its medical and per- 
sonal treatment, its more extensive, varied and inspiring en- 
vironment, and its means for more correct and complete classifi- 
vation, differentiate the treatment in accordance with the 
differing cases and changes of the same case. 

Tenth. Though the mixed system is not essential to exclusive 
State care, it has one important advantage in the opportunity 
which it gives for transfers back and forth between hospital and 
custodial or domiciliary treatment and care, following successive 
changes in the same case as well as changes of cases. 

Eleventh. While constant watch and ward by a central com- 
mission or board is impossible, it is the part of wisdom to provide 
a smaller number of larger institutions under the immediate con- 
trol of medical superintendents of high honor, in order that the 
continuing influence of the supervising body may be kept alive 
in the intervals between its visits of inspection. Another and 
a similar advantage of such superior institutions is teat they 
may be held to a reasonable standard without reducing them to 
one dead level of uniformity; but with the liberty which, within 
proper limits, leads to the differentiation which is the law of de- 
velopment. 

Twelfth. Though State care is based on humanity and not 
on economy, it is, as has been shown, not less economical, while 
it is more humane. . 
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Thirteenth. The system of exclusive State care is more prac- 
tical as well as philosophical in its simplicity, as compared with 
the former exemption system in New York, or the present Wis- 
consin system, which introduces State administration to correct 
the evils of county administration, and which so far as it ensures 
good results isin reality qualified State care, encumbered with 
useless machinery, engendering unnecessary friction and produc- 
ing wasteful loss of power as evidenced in limited results. 

Fourteenth. New York’s new law is a development from 
first principles of State care in the Willard Asylum act; it is an 
evolution or growth, and not a special contrivance or creation. 

Fifteenth. While the county is for practical purposes, the 
political unit, it is, as such, only a small and subordinate part of 
the whole, which is the State paramount and sovereign. The 
criminal law recognizes this principle, in determining not only 
the nature and penalty of felonies and other offenses, but their 
place as well as mode of punishment. Lunacy legislation even 
more legitimately proceeds upon the same basis, for its subjects, 
the insane, both by statute and common law, and in respect of 
person as well as property, are the wards of the State. 
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A CASE OF LETHARGY. 


BY C. K. CLARKE, M.D., 
Superintendent of the Kingston Asylum, Kingston, Ontario. 


The records regarding cases of lethargy are very incomplete 
and it is seldom indeed that one has the chance to study a typi- 
cal case. 

Literature on the subject is scant, and it is my belief that we 
have much to learn regarding the actual condition of the nerv- 
ous system in lethargy. 

The eminent physiologist, Professor T. Wesley Mills, has 
suggested to me that in certain cases we have a condition analo- 
gous to that of hibernation in animals; and truly at least one 
vase in Canada, where the patient is awake a]l summer and 
asleep all winter, would give color to this belief. There are 
other striking points of analogy between animals during the 
period of hibernation, and some human beings in a state of 
lethargy. 

This subject is enticing from the standpoint of the evolution- 
ist, and might profitably be discussed, but just now the time 
allotted for this paper will be taken up in describing a remark- 
able case of lethargy that came under my observation last year. 

This case is almost unique, and by a continuation of happy 
chances it was possible to obtain accurate and minute details re- 
garding the patient, and put on record observations that were 
divested of the element of the wonderful so generally supplied 
by the non-scientific observer. 

Several seasons ago I heard that there was a patient who had 
been in a trance for years, and from time to time word was 
brought to the effect that the condition still persisted, and all 
efforts to rouse the woman were without result. 

A little more than a year ago I obtained permission to visit 
the patient, but was not allowed to make any extended exami- 
nation. 

On entering the room I found a thin, old woman in bed, ap- 
parently fast asleep. Her respirations were irregular and varied 
much during the visit (almost half an hour), running all the 

way from 24 to 44 perminute. The pulse quickened in a marked 
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way during my stay, and ran up from about 80 to 120. The 
woman had her eyes half closed, and to all appearances was 
oblivious to everything that was going on. 

The nurse gave many details regarding the patient and made 
-a number of statements, some of which I shall repeat in a few 
minutes. Many of these statements we were able to verify at a 
subsequent period; others were undoubtedly inaccurate. 

Before going into details regarding the every day life of this 
case of lethargy, as we saw it ,perhaps it would be well to give 
a brief outline of the history of the patient. 

Unfortunately it has not been found possible to get as many 
important facts as could be desired in connection with this his- 
tory, but great care has been taken to eliminate all doubtful 
points. 

The patient was born in 1820 or 1821, and when she came 
under observation was almost sixty-nine years of age. The neu- 
rotic history was pronounced on ‘‘both sides of the house;” 
evidence going to show that her father had suffered from melan- 
cholia. <A reliable person states that the father died from 
‘softening of the brain’’—possibly general paresis. The 
patient’s mother was subject (a member of the family states) to 
attacks of partial loss of reason, which could only be cured by 
change of air and surroundings. 

Unfortunately it has not been possible to get an accurate 
account of these attacks of ‘‘partial loss of reason.” 
The patient’s early history is not well known, but it has been 
stated on good authority that she was ‘‘peculiar,”’ and in child- 
hood complained of some head trouble that caused her to keep 
her hair cropped short. She was married when very young, 
probably when seventeen or eighteen years of age, as she was 
but twenty-one when her third child was born. 

Three years after the birth of her last child she was noticed 
to undergo a change in disposition and acted ‘‘strangely.” She 
could not be depended on, was untruthful and whimsical, and 
worried a great deal about trifles. 

It is from a subsequent date (three years later) that the his- 
tory of this case must be dated. 

The son (the youngest child) says: ‘The first recollection 
that I have of mother’s sickness was when I was six years old. 
My little sister had died and I was just recovering from an at- 
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tack of scarlet fever when she was taken down. I think the 
attack was caused by grief over sister’s death, and over-exertion 
and want of rest. Ido not remember how long she was sick at 
that time, but I recollect that her left side was completely par- 
alyzed and that after a time a strong liniment was used, which 
partially removed the paralysis, and when she went to the coun- 
try for several weeks she came back well. 

The second time that she was taken sick was when I was 
twelve years old. She felt poorly for some time and was then 
taken with fits, or convulsions, which lasted for I think three 
days, having sometimes four or five in an hour. She was con- 
fined to her bed for I think about two years, in very much the 
same condition as at present. I do not know what curative 
means were employed, but she gradually improved a little, and 
was again sent out into the country, where she seemed to recover. 

She enjoyed pretty good health for about six years, but had 
to be very careful; she never drank tea or coffee and always had 
to have the hair on the back of her head cut short. 

About this time her father was taken sick and we moved into 
his house to take care of him. This seemed to affect mother, 
and after a short time she was again taken with fits and soon 
went into her former condition. 

During this sickness, which lasted about two years, she used 
to sit up a great part of the time and appeared to be perfectly 
conscious. She knew father and those who waited on her, used 
to call me her boy, but appeared to be in a sort of a stupor most 
of the time. She was again sent into the country and came 
back well. 

Then ensued a brief interval of about two years, during which 
time she was in fair health, but was again taken down as before 
and was sick for nearly seven years. During part of this time 
she was very low, and we watched day after day at her bedside 
expecting each day would be the last; but she again rallied and 
gradually her bodily strength and reason returned to her. 

She was well for about five years, when she seemed to be taken 
with a low fever and gradually went down to her present 
condition.” 

Such is the son’s account of the case, and from it we learn 
that the history of nervous trouble dates back at least forty 
years, and the inference is that the first indications of 
lethargy then made their appearance. 
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The details of the conditions that existed during the different 
attacks are almost entirely wanting, and it is unfortunate that 
we are left almost completely in the dark regarding the nature of 
the convulsive seizures that occurred. Subsequent history 
would lead us to believe that these were in all probability 
hystero-epileptic in origin. 

About the year 1862 the patient fell into a state of lethargy 
that lasted for seven years or more. The condition was not one 
of complete unconsciousness, and although the woman appeared 
to sleep almost continually, occasionally she would wake up for 
a minute or so at a time and converse in a rational manner. 

It is not possible to make more than general statements in re- 
gard to these attacks, but it is beyond doubt that the conditions 
were not identical with those that characterized the last attack. 
Evidently the condition of lethargy was not so profound. 

The announcement of the death of a warm friend was the im- 
mediate cause of her awakening. ‘The return to even an 
approach to a normal condition of health was a very gradual 
process. She was lachrymose and childish for some time, and 
could not use her limbs properly for months; in fact, had to 
learn to walk again. 

During the period of wakefulness that now ensued—seven 
years or more—the patient, to a certain extent, interested her- 
self in the affairs of every day life. She went about the house, 
&c., but was very quiet and did not seem able to concentrate 
her mind on anything. Her memory was markedly deficient, 
and she seemed astonished to find people and places changed, 
and could not realize the fact that she had been asleep for such 
a long time. 

When waking up from her long sleep one of the first requests 
made was for beer; and strange to say the same want was ex- 
pressed many years after when arousing up from a subsequent 
attack. 

About thirteen years ago the patient gradually passed into 
the condition in which we saw her. At first she spoke occasion- 
ally but in a childish manner, and often made a request for 
meat and potatoes, invariably using the following words: ‘‘Meat 
and potatoes, a plate all full up to the top.” 

Before giving the details of the case as we saw it, it will be well 
to repeat in a general way the statements made by the nurses 
VoL. XLVIII—No, I—B. 
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who had the care of the patient before she came to the Asylum. 
They say: ‘She seems to exercise a certain amount of discrim- 
ination regarding her food, and will eat enormously or not at all, 
and when her appetite is not lost does not ,seem to know when 
she had had enough. Her diet is made up of minced meat, po- 
tatoes, soft toast, milk, &c., and she is particularly fond of 
meat and potatoes, in fact will not touch anything until meat 
and potatoes are provided. She does not like sweet things. 
When not suffering from diarrhoea eats three times aday. Eats 
as much as any healthy, active woman of her age. Objects to 
nauseous drugs, and endeavors to push the spoon away with her 
left hand. 

‘The attitude during the day is quite different from that as- 
sumed at night, and the patient undoubtedly sleeps more soundly 
at night than during the day. In the day time her legs are ex- 
tended; at night drawn up. In the day time she is put either 
on her back or right side, at night on her left side, and remains 
in this position until morning without moving—in fact, cannot 
roll over. Will not settle down for the night until a drink of 
cold water is given. In the day time, sometimes for an hour or 
so at a timé, appears to be nearer a condition of consciousness 
than at any other time. This occurs generally after breakfast, 
but she has to be roused for all of her meals. 

‘“‘When heavy bed clothing is put on the bed attempts to 
shove the blankets off with her left hand, and likes to be very 
lightly covered. The eyes are three parts closed during the day 
and completely closed at night. The face sometimes becomes 
flushed. She never speaks, and in fact has spoken but once in 
eleven years or more, and that was quite recently (1890), when 
she said ‘I am not asleep.’ Her appetite has been better since she 
has been in the long sleep than it was before, and she eats things 
she would not touch when awake. At least once during the 
present attack she has, unassisted, got out of bed, and there is 
reason to believe she has done the same thing several times, but 
not within three years, as her physical condition renders it im- 
possible. Several times the nurse fancied the patient was mov- 
ing about the room at night, but for sometime could not actual- 
ly prove that such was the case. At last, however,-a fall was 
heard in the middle of the night, and the patient was found ly- 
ing fast asleep at the bottom of the stairs, down which she had 
fallen. 
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‘“‘During the present attack she has fasted on several occa- 
sions, and once went fifteen days without food.” It must be 
remembered that the nurses were speaking of the last attack and 
at a time when the patient had been in a state of lethargy for 
more than eleven years. 

In September, 1890, Professor T. Wesley Mills and I saw the 
patient. This was my second visit. We found the patient, an 
old woman, in bed. She was lying on her back with her eyes 
half closed. Her face when we first entered was somewhat 
flushed and respiration rapid. When respirations were closely 
observed it was noticed that they were most irregular, and at 
times ceased for several moments. ‘They averaged 22 per min- 
ute. Pulse was 104, fairly strong and regular, arteries almost 
free from rigidity. Axillary temperature, 985°. The nurse 
stated that ordinarily the patient’s bowels moved but once in 
three days, but latterly she had developed a tendency to diar- 
rhea, and since that had evinced a sense of discomfort until 
the bowels were relieved. This sense of discomfort was evinced 
by whining like a dog. Ordinarily she would not give any in- 
dication that she wished to relieve herself, but the presence of 
the bed pan would excite the reflexes. She do2s not soil the bed. 
The statement of the nurse in regard to the amount of urine 
passed every day was, that a little more than half a pint would 
be a fair average. 

A physical examination of the patient was made. The left 
foot was drawn as if there were a contracted Tendo-Achillis; 
right foot drawn down but not in such a marked manner as the 
left. Marked rigidity of the right knee and leg; left leg and 
knee not rigid. Right ankle easily moved; left rigid. Patellar 
reflexes absent. ‘Tickling the soles of the feet did not cause 
any evidence of sensibility. Each great toe was drawn under 
the second toe, this condition being especially marked in the 
left foot. When the soles of the feet were tickled it was 
thought that the respirations were slightly deepened, but on ac- 
count of the irregularity of this respiration it was difficult to 
determine this point, and it was considered undecided. Patient’s 
hair grey; nails healthy and not abnormally brittle. Facial re- 
flexes better than reflexes in any other part of the body. 
Orbicular reflexes good even with air; at the same time it was 
noticed that flies crawling over the face did ‘not excite the re- 
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flexes. Pupils responsive to light. Small bed sores found on 
hips and evidence of former deep-seated bed sores plainly visible. 

While we were present the nurse endeavored to arouse the pa- 
tient and tried to get her to take some food. A feeble protest 
was made (whining), the patient winked for a few moments, and 
then went off to sleep again. Bread was put in her mouth, but 
remained there without any effort being made to swallow. 

On October 9th, 1890, the patient came under my care, and 
it was possible to make a series of observations of the most com- 
plete character. In this paper I shall merely indicate in a general 

yay the conditions that were found to exist, but I hope to 
be able to publish more elaborate details before long. 

The patient, a thin old woman, apparently not weighing more 
than sixty pounds, was carried into the infirmary from the 
ambulance, and placed in bed. She was asleep and did not 
seem disturbed by the jolting to which she had been subjected. 
Her temperature was 971°, pulse 107, and respirations 20. 
Efforts were made to arouse her, but without avail. Friends 
stated that she had been in her present state of lethargy for 
more than eleven years. 

Her eyes were half closed, and it was found almost impossible 
to get her to swallow anything. Next morning her temperature 
was about normal; ‘pulse 117, respiration 18; still asleep with the 
eyes half closed, as she remained nearly the whole time she 
lived. 

She was under observation from October, 1890, until Feb- 
ruary, 1891, when she died. In these four months she was 
closely watched, and until the last week of her life gave little 
indication that she had the slightest knowledge of the fact that 
she lived. 

She would remain in any position in which she was placed in 
bed, and if not fed, would undoubtedly have died without mak- 
ing any sign that she required or desired food. Her temperature 
was almost invariably subnormal, sometimes falling to 95,° 
although occasionally it would rise to nearly 102°, without any 
cause that could be determined. Her appetite was capricious, 
although she undoubtedly had decided likes and dislikes in re- 
gard to food. She preferred beef and potatoes to anything else. 
The process of eating was very slow, and sometimes it would be 
more than an hour before she could finish a meal. When she 
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drank anything, milk was evidently preferred. She was very 
clean in her personal habits, and never soiled the bed. 

The quantity of urine passed was very small, not averaging 
more than one seventh of normal. The bowels moved but seldom, 
sometimes only once in six or seven days. It was possible to rouse 
her for a moment or so, to the extent of making her open her 
eyes, but beyond this she would give no indication of con- 
sciousness, and went to sleep again immediately. Her legs were 
nearly always drawn up, although when the patient was ad- 
mitted it was stated that she always straightened her legs at 
night. Her feet were almost invariably very cold, and the hands 
sometimes so. Occasionally her eyelids would tremble and 
quiver, just as they will in a patient suffering from hysteria. 
Generally when much bothered, would for a few moments make 
asort of whining protest. 

The facial expression was quiet, almost deathlike, under ordi- 
nary circustances, but sometimes when undergoing examination, 
an expression suggestive of pain would appear; at the same time 
it is questionable if pain was really experienced, as the heart and 
respirations did not show the least disturbance. 

A large amount of food for one so frail was consumed in a 
day, although on some occasions the appetite was completely 
lost. Sometimes when suddenly disturbed would start nerv- 
ously, and her hands would tremble. Trained Nurse Osborne, 
who was with her very constantly, seemed to think that there 
were times when she was nearer a condition of consciousness 
than at others, and as this statement was also made by her former 
nurses, possibly it is correct. 

Occasionally she would push down the bed clothes with her 
hands, and the history of the case would go to show that heavy 
covering was always objected to. 

Nearly every day she was propped up in a chair for half an 
hour. This did not seem to have any effect on her state. 

I shall now detail several examinations made by Dr. Webster 
and myself. These will convey a general idea of the general 
conditions: 

December 31st, 1890—To-day Dr. Webster and I submitted 
the patient to a thorough examination, and the patient seemed 
in an unsually favorable condition for this. 

When we entered the room she looked quite bright, and ap- 


| 
mn 
e. 
a- | 
st 
id 
it 
d 
1- 
il 
| 
| 
a 
| 
| 
| 
| 


192 A CASE OF LETHARGY. [ October, 


parently was trying to talk to herself. Was offered an apple 


and seemed glad to get it; stretched out her hand to take it and 
clutched it eagerly; a moment afterwards was fast asleep again. 
This is the first time that I have seen any marked evidence of 
consciousness. We roused her again. at once, and she seemed 
to have forgotten the fact that she had an apple in her hand, and 
made no effort to eat it. The nurse informed me that the pa- 
tient seemed to show a desire to have an apple the night before, 
when apples were being distributed in the infirmary. She 
seemed to follow the nurse with her eyes, and when an apple 
was offered took it at once, but made no effort to eat it. 

We attempted to take the temperature in the mouth, but this 
caused so much irritation that we had to give up the attempt. 

Axillary temperature right side, 6 minutes 968; left side, 6 
minutes 96¢. Right hand was folded on chest, as shown in photo- 
graph; left hand with fingers spread out. Respiration 25, fairly 
regular. Pulse 87, regular; quality fair; compressible. Eye- 
lids half closed. Five minutes after we entered the room, res- 
pirations were only 21. Reflexes—It may be broadly stated 
that the skin reflexes were found good. Eyes—responding to 
light; pupils regular and equal. When ulnar nerve was pressed, 
patient seemed to suffer a little pain. Appears to have grasping 
power of right hand, and fairly good grasping power in left hand. 
Measurement of hands—Circumference of right hand just 
below the knuckles 5? inches; left hand 5% inches; right 
wrist 4§ inches; left wrist 4% inches. Left foot «de- 
matous. Plantar reflex present. At this examination it was 
definitely determined that tickling the feet deepened the respira- 
tions. Patellar reflex—Right leg, absent; left leg, absent. 
The legs were bent, and at the knees there was slight contrac- 
tion of the tendons. No anchylosis. Abdominal skin reflexes 
good. The patient slept soundly through the whole examina- 
tion, and did not seem to be upset in any way by our presence, 
The pulse was at this time 80. We roused her once more, and 
offered her the apple, but could not induce her to take any notice 
of it. 

January 16th, 1891—Apparently asleep; cheeks, nose and chin 
much flushed; lying on left side; thighs and legs slightly flexed; 
skin moist; face and body hot; hands warm, feet and lower half 
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of legs chilly, thighs and upper half of legs warm.* 
When placed on back, offered resistance; showed her an- 
noyance by drawing down corner of mouth, and appear- 
ing to cry; eyes opened and she blinked a good deal; lips and jaw 
moved as if speaking; nothing audible; in a few seconds relapsed 
into her former state, gradually turning her face over to the left. 
Left hand spread out over chest, palm down and fingers spread 
out; fingers could not be retained in any other position except 
by force, and were quite rigid. When arm was placed in 
another position, not immediately returned, but was after a time,. 
especially if the patient was disturbed Right arm by side, hand 
partly closed; this seemed thé favorite position, for when moved 
was after a time returned; when the hand was forcibly opened, 
not immediately closed again. Pulse 104; fairly good. Five 
minutes later 90. Ten minutes later 100. Pulse quickened 
when patient was disturbed, but the quickening was very slight. 

Respirations 24, regular and deep; abdominal in character. 
Temperature, mouth, 98.3 (5 minutes.) Temperature, axilla, 98.2 
(10 minutes.) Reflexes—Cornea good; merely tickling the face 
seemed to cause no annoyance. Epigrastic reflex very slightly 
marked, much less than it was when we examined the patient a 
few days ago. Patellar reflex entirely absent. Plantar reflex. 
present to a slight extent, but not marked as it was before. 
Some cedema at ankles. 

January 30th, 1891—In company with Dr. Webster examined 
the patient this afternoon, When we entered the room, it was 
observed that E. B.’s face, nose and chin were much flushed. 
The nurse informed us that this flushing is frequently much more 
marked than it was this afternoon. Respirations taken before 
the patient was disturbed were 28, very irregular. Pulse taken 
before the patient was disturbed 95, irregular. When I describe 
it asirregular, I may state that this description was based on the 
fact that in‘one half minute we would get 45 beats and in the 
next half minute 50, and soon. As usual whenever the patient 
has been visited by us, the right hand was tightly closed, the 
left spread out. Feeling that there might be an element of doubt 
in regard to the temperature tracings furnished by the nurse, a 
tested thermometer was taken for the examination, and for the 


*Room very warm, and bed by radiator. Nurse says that under these conditions 
hot water bags often have to be used to obtain warmth.’ 
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sake of comparison. The result showed that the readings 
furnished by the nurse are to be depended on, as several 
comparisons of thermometers showed but one trifling frac- 
tional variation. Temperature—Left axilla (7 minutes,) 1st 
thermometer 98; 2d thermometer 98. Right axilla, 1st thér- 
mometer 98}; 2d thermometer 98}. , 

Eyelids and lips were twitching, and lids and tongue trembling. 
Reflexes—those of the face and eye normal, abdominal skin reflexes 
present, but not good; plantar reflexes not well marked, although 
undoubtedly present; patellar reflex, left side absent, and probably 
absent on right side, although at one time we thought a trace was to 
befound. Tickling the feet did not, as on a former occasion, seem 
to deepen the respiration, and during the whole of the examina- 
tion the respirations were shallow, and of an abdominal charac- 
ter. Hands fairly warm, feet chilly, but not as cold as usual. 
Circulation in other parts of the body excellent. Feet adem- 
atous. Respirations after examination 25, somewhat irregular. 
Pulse after examination 97, quite changed in character. When we 
first entered the room it was full and of good quality, now it 
~was weak and thready in character. 

Early in February, 1891, a marked change took place in the 
patient’s condition. Diarrhoea developed, and the woman was 
evidently suffering pain. On the 4th of February was un- 
doubtedly awake and in the evening spoke in a hoarse whisper 
asking for a sour drink. This was the second time she had 
spoken in thirteen years. On the morning of the 5th of Feb- 
ruary again asked for a drink, yawned twice and fell asleep again. 
In the afternoon was again awake, fed herself in an awkward 
way and in the evening spoke again in a natural manner. I 
sent for her friends and they endeavoured to get her to take 
notice of them, but she did not appear to know them and went to 
sleep as usual. The trained nurse’s notes for the next few days 
are as follow: 

‘‘February 6th—Will feed herself with bread or anything dry. 
Hand shakes too much to use a cupor spoon. Will ask for any- 
thing she wants, but will not speak at any other time. Always 
uses her left hand. 

February 7th—I was called in about 4 A. M., and found her 
lying on the floor; she would not speak, but from all appearance. 
no one had touched her; she had evidently gotten out of bed 
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herself. A 9:30 A. M., she was cold and very white looking; 
about fifteen minutes later after her face was flushed and moist, 
body warm, hands, knees and feet cold. This soon passed off, 
leaving her in her former condition. Temperature was 95%, lower 
than at 8 o’clock. This afternoon asked for a sour drink, and 
a big big cake. Spoke hurriedly, but quite loudly and distinctly. 
Kissed the nurse-twice when asked to do so. 

February 9th—Has not been well at all to-day. Moaned when 
disturbed. Has eaten scarcely anything, but has taken more 
milk than usual. Has had slight diarrhoea ,since last Tuesday; 
worse to-day. 

February 11th—Asked frequently for drinks to-day, and last 
night said her throat was burning. Does not appear to re- 
cognize any of her friends nor to realize that she is among 
strangers. So long as her wants are attended to she seems quite 
unconscious of anything else—not exactly unconscious either, 
but as though she took no interest in what went on around her. 

February 12th—Is better this morning, had no diarrhea during 
the night. Has asked three times for something to eat, which 
sounds like meat, but when I get it for her she won’t eat it. 

February 13th—Diarrhea much worse to-day. 

February 13th—Diarrhea somewhat better. 

On the 16th, she was slightly better and asked for beer and 
cocoa and said she felt as if she were burning up. From this time 
she steadily grew worse and died on the 26th.” 

I might here state that Dr. Ruttan of McGill University made 
elaborate analyses of urine sent to Montreal from time to time, 
and without making any detailed statement here I may say that 
the general conclusions arrived at were as follows: The whole 
of the urine passed in six days was sent and he says the total 
amount if representing six days urine isabout one seventh the nor- 
mal. This contains all constituents in about normal quantities in 
relation to the volume of the urine, except the phosphoric acid, 
which is about one-third what it should be. 


AUTOPSY. 


Inspectio Cadaveri. 


Nutrition poor; body much emaciate]; apparent age 65 to 
70; weight about 50 Ibs; rigor mortis com»lete. A. M. stain- 


ite 
{ 
| 
| 
| 
45 > | 
| 
| 
+ 
~ 
| 
i 
| 
| | 


196 A CASE OF LETHARGY. | October, 


ing on hands and feet; P. M. stain'ng on back of trunk; bed- 
sores on sacrum, tip and ball of great toe; feet and ankles 
cedematous; legs flexed on thighs by contracted tendons; no 
teeth, and jaws much absorbed. 


Sectio Cadaveri. 


HEAD.—Scalp thin and easily dissected; calvarium of aver- 
age thickness; tables thin however, diploe being in excess; 
Dura Mater not adherent to the skull, slightly opaque at vertex; 
one slight adhesion to brain at margin of longitudinal fissure; 
ante mortem clots in longitudinal and lateral sinuses, the clots 
in the lateral sinuses being particularly well organized. 

Brain.—The brain weighed about 35 oz.; macroscopically, it 
was healthy in appearance; in fact in Asylum experience I have 
never seen as healthy a brain in the post-mortem room. 

Convolutions well marked and sulci deep; grey matter abund- 
ant; brain substancefirm; ventricles free from evidence of disease; 
brain not examined microscopically. 

THORAX.—Sub-sternal adhesions-Emphysema of cellular 
tissue beneath sternum; cartilages not ossified. 

HEART.—Small; weight 3} oz. Pericardial fluid, average 
quantity; blood in great veins, and right auricle fluid; walls of 
right auricle and ventricle unusually thin; valves normal; 
small post-mortem clot in left ventricle; walls of left ventricle 
hypertrophied; left auricle normal; valves of left side normal. 

AortTa.—Ascending aorta dilated into a fusiform aneurism; 
capacity about twice that of normal; arterial coats not thinner 
that normal; no evidence of atheroma; no pressure effects: 
noticed; varicose veins on posterior walls of the heart; ab- 
dominal aorta atheromatous; ante mortem clots in abundance. 

Lunes.—Right: Very adherent at apex; small adhesions all 
over surface of lung; apex, a mass of tubercle; in fact, tuber- 
cles were found scattered throughout the whole lungs, and in 
the apex a small cavity existed; hypostatic congestion marked. 

Left: In this lung a certain amount of hypostatic conges- 
tion was apparent, and an occasional tubercle was found; other- 
wise the lung was normal; cord-like adhesions of pleura on 
surface. 


ABDOMEN—Liver adherent to chest walls and diaphragm; . 


whole capsule tore off in taking out and remained attached. to 
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diaphragm, and abdominal wall; weight, 20 0oz.; three vertical 
furrows present on anterior surface of right lobe; these furrows 
were about two inches in length; centre one distinctly marked; 
nutmeg condition present. 

StomacH.—Large; about two inches from pyloric orifice 
was a constricted portion. 

This condition was undoubtedly not the result of any in- 
flammatory action, but the natural shape of the stomach, 
giving rise to an appearance suggestive of a rudimentary 
second stomach. 

INTESTINES.—Small; evidences of an old peritonitis; adhe- 
sions everywhere; there were several constricted portions from 
three to six inches long; in no place was there complete 
stricture, and no scars were present; Above the constricted por- 
tions the intestine was much distended. 

CAEcUM.—Walls much thickened and much venous conges- 
tion; inner surface dark red, and roughened; had appearance 
of numerous varicose veins in wall. 

ASCENDING CoLon.—One portion constricted, and part preced- 
ing dilated; transverse colon, normal; descending, slightly 
dilated. 

KipNEys.—Right; Very small, about 2} inches long; ap- 
parently normal. Left: about an inch longer than right; ap- 
parently normal; capsules non-adherent. 


McGill Univ.Med. Faculty. (Copy) 
Chemical Laboratory. 
MONTREAL, March 6, 1891. 
No. 226. Feby. 10th. 
Name. ‘Case from Kingston. (E. B.) 


ANALYSIS OF URINE. 


Total urine, 1120 C. C. 

Color High. (Reddish yellow.) Indoxyl, in excess; odor 
faint, normal; chlorides, 7.042 grms. (total); reaction, acid; sul- 
phates, as (sulphonic acids, 0.196; alkaline, 1.772.) 

Specific gravity, 1019.5; earthy phosphates, 1.34 grms. Phos. 
acid. 


Pigments. Nothing abnormal. Alkaline. Urea, total 
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amount, 35.01 grms; uric acid, total amount, 1.06; albumen, 
trace—too small to estimate by Esbach’s Albuminometer. Dex- 
trose, none; acetone, none; diacetic acid, none; bile pigments, 
none; bile salts, traces. Total solids: Total solids in 1120 
€.C., 51.63 grms. 

Microscopic Examination: No casts, excessive epithelium; 
amorphous urates, and considerable granular amorphus organic 
matter not urates nor phosphates. No pus. 

REMARKS.—The total amount, if representing six days’ urine, 
is about 1-7 normal. This contains all constituents in about 
normal quantity; in relation to the volume of the urine, except 
the phosphoric acid, which is about one-third what it should be. 
The amounts excreted each day are: 

Reaction at Time of Collection: Jan. 27th, 6 p.m., 1 0z., 
acid; Jan. 28th, 6 p. m., 3 oz., acid; Jan. 29th, 7 p. m., 6 0z., 
acid; Jan. 30th, 6 p. m., 3 oz., acid; Jan. 31st, 7:30 a.m., 
4 oz., acid, neutral; Feb. 1st, 7:30 a.m., 6 0z., acid; Feb. 2d, 
7 a.m., 1 oz., acid (slightly); Feb. 3d, 7 a.m., 7 0z., acid; Feb. 
3rd, 6 p. m., 6 oz., acid. 

[Signed.] R. F. Rutran, B. A., M. D. 

Lecturer in Chemistry, Med. Fac. McGill Univ. 


Details regarding amount of nourishment taken by patient E. 
B. during her residence in the Asylum Infirmary: 

Oct. 9th, 1890—Admitted at 5 p. m., took very little supper. 

Oct 10th—7 :30 a. m., milk, 3 0z.; 7:30 a. m., milk, 2 0z.; 12 
m., small quantity of meat and potatoes and a little pudding; 
5 p.m., had scarcely any supper. 

Oct. 11th—7 :30 a. m., milk, 4 0z.; 9:10 a.m., saucer-of por- 
ridge and milk, 8 0z.; 12:30 p. m., ate a good supper; 5:30 p. 
m., supper. 

Oct. 12th—8:30 a. m., porridge and milk; 12:30 p. m., meat 
and potatoes; 5 p. m., supper. 

Oct. 13th—7 :30 a. m., breakfast; 12:30 p. m., meat, potatoes 
and milk; 6 p. m., bread and milk. 

Oct 14th—8 :30 a. m., porridge and milk; 12:30 p. m., meat, 
potatoes and tea; 5:30 p. m., bread and butter, boiled egg and 


tea. 
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Oct. 15th—7 :30 a. m., porridge, milk and tea; 12:30 p.m., 
soup, meat, potatoes, biscuit and tea; no supper. 

* Oct. 24th—7 a. m., porridge and milk, egg, bread and tea; 
12:30 p. m., fish and potatoes, beef tea, bread and rice pudding; 
6:15 p. m., pancake and tea. 

Oct. 25th—7 a.m., porridge, milk and coffee; 12:30 p. m., 
potatoes and meat, bread and soup; 5:30 p.m., oyster soup, 
bread, butter and tea. 

Oct 26th—? a. m., porridge and milk, egg, bread and tea; 
12:30 p. m., meat and potatoes, rice and tea; 5:30 p. m., bread, 
milk and tea. 

Oct. 27th—7 a. m., rice and milk; 12:30 p.m., potatoes, 
bread and soup; 5:30 p. m., omelet, fish, bread and butter, 
and tea. 

Oct. 28th—7 a. m., porridge and milk, bread, butter and 
tea; 12:30 p. m., potatoes and meat, beef tea and bread; 5 p. 
m., corn starch, bread, butter and tea. 

Oct. 29th—7 a m., porridge and milk, bread, butter and tea; 
12:30 p. m., potatoes and meat, beef tea, bread and tea; 5:45 p. 
m., bread and butter, apple sauce and tea. 

Oct. 30th—?7 a. m., porridge and milk, egg, bread and butter 
and tea; 12:30 p.m., potatoes and meat, bread and beef tea; 
5:30 p.m., milk. 

Oct. 3lst—10 a. m., peptonized milk; 2 p. m., milk and lime 
water; 5 p.m., do.;7 p.m., do.; 11 p.m., do. 


DATE. RESPI- DATE. RESPI- 
1890. HOUR. PULSE. RATION. 1890. HOUR. PULSE. RATION. 
Oct. 9th. 5:30 p.m. 107 20 | Oct. 15th. 8:45 p.m. 88 28 
10th. 8:30 a.m. 117 18 16th. 7:00 a.m. 85 25 
10th. 2:00 p.m. 101 x0 16th. 1:45 p.m. 92 26 
10th. 6:00 p.m. 105 26 16th. 7:15 p.m. 88 26 
lith. 8:30 a.m. 94 26 17th. 7:00 a.m. 88 34 
lith. 2:00 p.m. 95 24 17th. 9:20 p.m. 96 35 
llth. 4:00 p.m. 90 28 18th, 7:00 a.m, 82 28 
lith. 8:45 p.m. 94 23 18th. 2:00 p.m. 94 30 
12th. 8:15 a.m. 92 28 18th. 6:30 p.m. 94 28 
12th. 2:00 p.m. 94 25 19th. 7:30 a.m. 82 25 
12th. 4:00 p.m. 95 31 19th. 1:30 p.m. 90 28 
12th. 6:20 p.m. 109 30 19th. 6:00 p.m. 90 28 
18th. 7:30 a.m. 94 26 20th. 7:00 a.m. 96 26 
13th, 2:30 p.m. 94 29 20th. 7:30 p.m. 90 36 
18th. 8:00 p.m. 111 30 2ist. 7:00 a.m. 84 26 
14th. 8:15 a.m. 96 30 21st. 1:30 p.m. 92 32 
14th. 7:00 p.m. 100 27 2ist . 8:00 p.m. 98 36 
15th. 7:00 a.m. 98 31 22d... 7:30 a.m. 100 40 
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RESPI- DATE. RESPI- 
PULSE. RATION. 1830. ROUR. PULSE. RATION 
96 Nov.14th. 90 25 
15th. 
15th. 
15th. 
16th. 
16th. 
16th. 
17th. 
17th. 
17th. 
18th. 
18th. 
1&th. 
9th. 
19th. 
19th. 
20th. 
29th. 2: 98 | 20th. 
29th. 7: .m. 20th. 
30th. 7: 36 21st. 
30th. 8: -m. 92 2ist. 
.. -m. 21st. 
Sist. 2: .m. 22d.. 
Sist. 6: .m. é 22d .. 
Nov. 1st. 7:¢ .m. 3: 93d... 4 
Ist. 6:15 p.m. 3: 24th. 
2d.. 7:00 a.m. é 24th. 2 
2d.. 6:42 ut 34 24th. 7 
3a... 72 .m. 25th. 7 
3d.. 6:45 p.m. 954 28 25th. 2:00 p. 
4th. 7:30 a.m. 28 25th. 6:10 p. 
4th. 2:09 p.m. 95 é 26th. 7:30 a.m. 
4th. 6:45 p.m. { 26th. 12:00 m. 
Sth. 7:15 a.m. 30) | 26th. 6:10 p.m. 
5th. 6: 3: 27th. 7:35 a.m. 
6th. 7:00 a.m. f é 27th. 2:00 p.m. 
6th. 6: .m. ‘ 27th. 7:30 pm. 
7:00 a.m. 30 28th. 7:30 a.m 
33 28th. ) p.m. 
8th. 7:30 a.m. { Pa 28th 
Sth. 2: mM. 2 29th. 
8th. 7: 28 | 29th. 
9th. 7:30 a.m. é 28 | 80th. 
9th. 2: .m. { 20th. 
9th. 7: .m, 9( 82. 80th. 
10th. 7:30 a.m. y 31st. 
10th. 2:0 -m. 2 81st . 
10th. 7: -m. 21st . 
lith. 7:30 a.m. 25 | Dec. 1st. 
llth. 2: .m. Ist. 
lith. 6:49 p.m. 2: 1st . 
12th. 7:30 a.m. 2d.. 
12th. 2: .m, { 27 2d.. 
12th. 7: .m. 2d... 
13th. 7: .m, 3d.. 
13th. 2: -m, ‘ 
13th. 6: .m, 3d.. 
14th. 7:3: 4th. 
14th. 2:00 p.m. j 4th. 
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RESPI- DATE. RESPI- 
PULSE. RATION. 1890. HOUR. PUISE RATION, 
0 28 | Dec 22d.. 0 a.m. 4 

22d.. 2:00 p.m. 

22d.. 7:30 p.m. 

23d.. 7:30 a.m. 

23d. 0 p.m. 

23d.. 6:00 p.m. 

24th. 7:30 a.m. 

24th. 7:30 p.m. 

25th. 7:00 a.m. 

25th. 2:00 p.m. 

25th. p.m. 

26th. 


.m. 
26th. 
27th. 
27th. 
27th. 
28th. 
28th. 
28th. 
29th. 
29th. 
30th. 
30th. 
30th. 
sist . 


dist. 
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j Jan. 1st. 
Ist. 
2:00 m. 3 2d.. 
700 p.m. $d... 
:30 a.m. t $d... 
:00. p.m. 9: 4th. 
p.m. 2 Ath. 
7330 a.m. 5th. 
:00 p.m. 16 5th. 
330 p. 6th. 
730 a.m. j 6th. 
8th. 
8th. 
9th. 
9th. 
10th. 
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DATE. 
18y0. HOUR. 
Dec. 4th. p.m. 
Sth. a.m. 
) p.m. 
' 6th. a.m. 
6th. ) p.m. 
6th. ) p.m. i 
ith. ) a.m. i 
7th. ) p.m. 
7th. p.m. 
oth. a.m. 
Sth. p.m. 
Sth. 0 p.m 
9th. 0 a.m. 78 24, | 87 24 
9th. ) p.m. 86 25 84 23 
9th. 0 p.m. 103 28 90 24 
10th. 0 a.m. 86 25 95 26 
10th. 0 p.m. 89 26 78 292 
10th. 0 p.m. 100 27 &6 23 
lith. 0 a.m. &8 26 96 25 
ilth. 0 p.m. 90 27 | £0 23 
11th. 0 p.m. 100 26 ; 90 28 
12th. 0 a.m. 78 24 | . 80 23 
12th. 0 p.m. 93 25 . 86 24 
12th. 0 p.m. 97 28 | 90 26 
13th. 0 a.m. 80 24 83 23 
14th. 0 a.m. 24 8:30 p.m. 85 24 
14th. 0 p.m. 93 26 
1ith. 
15th. ees a.m. 90 26 
15th. a:45 p.m. 24 27 
16th, (a0 a.m. 79 23 
16th. (00 p.m. 84 25 
16th. :45 a.m. 95 21 
17th, :15 p.m. 93 20 
17th. a.m. 81 25 
17th. :20 p.m. 76 25 
18th. 700 a.m. 94 23 
\ i8th. :15 p.m. 96 25 
18th. :00 a.m. 80 22 
19th. :30 p.m. 80 23 
19th, 730 a.m. 94 24 
19th. 730 a.m. 84 19 
20th. 710 p.m. 94 27 
20th. :30 a.m. 76 27 
20th. :10 p.m. 80 28 
2ist. a.m. 84 28 


ON THE ABUSE OF HYPNOTICS.* 


BY JOHN B. CHAPIN, M. D. 
Pennsylvania Hospital for the Insane, Philadelphia, Pa, 


Within a comparatively short time a number of patients have 
been received into the Pennsylvania Hospital for the Insane with 
a history of nervous exhaustion and physical impairment, fol- 
lowed by mental disorder, symptoms of incipient melancholia or 
mania. The history of these cases presented nothing unusual 
or out of the ordinary course of experience, but they were com- 
plicated with such anomalous and unusual symptoms as to 
suggest a suspicion that a form of disease perhaps heretofore 
unrecognized had appeared. Indeed a strong temptation ex- 
isted with the aid of a classical distionary, to overload still fur- 
ther our already congestel nomenclature of insanity and neu- 


rology. 
For the purpose of relieving the insomnious condition that is 
such a frequent accompaniment of the incipient stages of mental 


disorder, it was ascertained as a part of the medical history that 
in these cases hypnotics in large and repeated doses had been ad- 
ministered. To such a degree had this practice been carried 
that a pathological state was added or superinduced that seemed 
clearly to result from medicines prescribed to produce sleep. 
The number of cases of this character on my list makes a group 
of eighteen. Cases of opium or the alcohol habit are not in- 
cluded—all of the patients having been properly certified to be 
insane. It is not proposed to present full notes of all of these 
cases, but only to notice the salient characteristics of afew. In 
these cases it was evident that. the active and threatening symp- 
toms, the delirium and partial paralysis of functions of certain 
centres which we will notice, had been induced by the character 
of the hypnotics prescribed. It becomes important in our prac- 
tice in a suspected case of this sort, for its proper treatment as 
to preserve human life, to be able if possible to differentiate be- 
tween mental disease proceeding according to its usual course of 
development, and those cases of mental disorder resulting wholly 


*Read before the Association of Medical Superintendents of American Institutions 
for the Insane at Washington, May, 1891. 
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from, or superinduced and complicated by, the toxic agency of 
large doses of hypnotic drugs. The importance of a particular 
inquiry as to the previous treatment in any case where a syspic- 
ion of hypnotic drug poisoning exists, is, we think, clearly 
shown by the cases we now cite: 

CASE 1.—General health impaired by child bearing. No he- 
redity. Four weeks before admission went to the seashore with 
nervous prostration. Became hysterical, restless, insomnious 


and finally noisy and maniacal. Was obscene, profane, complain- 


ing and disposed to throw herself about. Two weeks before ad- 
mission showed suicidal tendencies. Had been treated with large 
and repeated doses of chloral and paraldehyde. During last 
four days kept under the influenceof ether. The breath had an 
ether odor at admission. There was confusion of ideas; the 
pupils were dilated; the tongue covered with a white pasty coat; 
eyes bright; pulse 100 and feeble. During the progress of the 
case patient showed active hallucinatory disturbances, involving 
senses of sight, smell, hearing and taste; said that milk which 
was offered to her was blood; asserted that persons had heads 
on them belonging to others; fancied she saw her intestines 
hanging from nails on the walls of her room, her children mut- 
ilated before her eyes, heard their cries, and made efforts to 
rescue them. On admission the narcotics previously used were 
discontinued, and patient made a good recovery under byoscine 
and liberal food. Was discharged nine months after admission, 
recovered. 

CASE 2.—Female, aged 28, mother of three children. Natur- 
ally emotionaland refined. Had been much interested in her hus- 
band’s work andassisted him beyond her strength. Had notfully 
recovered her strength after her last confinement. 'Two months 
before admission seemed run down, weak, sleepless, depressed. 
This condition increased until a mild attack of melancholia was 
developed with delusions of introspection. Was placed under 
the influence of chloral and bromide of potassium, Took 180 
grains of chloral daily for six weeks, with directions that the 
doses should be administered more frequently if the excitment 
increased. On admission the physical condition was feeble; the 
pulse was accelerated and the action of the heart irregular. 
There were active hallucinations of sight, hearing, taste and 
feeling. She articulated with difficulty; there was partial par- 
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alysis of the tongue, incodrdination of muscles of tongue and 
limbs and sighing respiration. The character of the hallucina- 
tions and delusions was such as to create fear and apprehension. 
The previous treatment was discontinued and the patient made 
a good recovery with the liberal administration of food, and 
sulfonal. Was under treatment four weeks. 

CasE 3.—Female, gaid to have suffered from chronic nervous 
disorders and insomnia, supposed to have been occasioned by an 
alcohol habit. Had neuralgia and said to have been threat- 
ened with insanity for which she was treated with liberal doses 
of chloral, bromide of potassium and hyoscine. Fortunately 
had taken a liberal amount of food before admission, which she 
did not refuse. On admission was in a stuporous, feeble con- 
dition; unconscious; in a state of sub-acute delirium; unable 
to articulate; and had partial hemaplegia of right side. Pulse 
140; tongue enlarged and covered with dark pasty coat. The 
skin had a dusky livid appearance. The hypnotics previously 
administered were discontinued and the patient was given nour- 
ishment liberally. Three days after admission was able to articu- 
late indistinctly. The patient during convalescence seemed to 
have an impression of having passed through some terrible or- 
deal, was unconscious of her surroundings and had apprehen- 
sions of some impending trouble of a vague character. Made 


a rapid and quick recovery in three weeks without any medical 


treatment except an occasional laxative and plenty of food. 
Case 4.—Female of intelligence and refinement. Has a neu- 
rotic heredity. Never physically strong, but has had fair health 
until two years ago, when she became depressed: had gloomy 
forebodings and desired to be alone. Four months prior to ad- 
mission the above symptoms becane greatly aggravated. Had 
delusions and was in a state of active melancholia. Made her 
escape from her care-takers, wandered about alone for forty- 
eight hours and was found in a feeble exhausted condition. Con- 
tinuing -to grow worse was brought to the hospital. On her 
admission was observed to be in a state of great agitation, 
walked the floor, rubbed her hands, threw her body from side 
to side, moaned, saw dreadful things on the wall of her room, 
said her eyes were to be burned out and something terrible done 
to her. Said that she must go to the bottom of the sea and then 
to the planets, then burned forever with liquid fire in a place 
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somewhere between the sea and the firmament. Saw dreadful 
looking heads upon plants and trees: objected to taking food as it 
looked like blood. It is a part of the medical history of this case 
that the patient had taken about one ounce of paraldehyde daily 
for a period of six weeks before admission, and at the time of her 
reception a strong ether odor of paraldehyde was distinctly per- 
ceptible and was observed three weeks after admission. The 
patient has now been in the hospital eight months, during three 
months of which period it may be said she had active halluci- 
nations affecting several of the senses. The active hallucinations 
then ceased and in all respects there was a decided improvement, 
but for five months past there has been a recollection of the ter- 
rible hallucinations which seemed firmly fixed. This patient now 
seems in all respects well except there remains an unwillingness 
to return home under an apprehension that the former mental 
disturbance will again become active. 

Case 5.—Male, aged 33, was admitted to the hospital with a 
history of recently having had typhoid fever during which he 
was mildly delirious. During the last three weeks of the fever 
for some reason he was given: large and frequently repeated doses 
of whiskey. He had also morphia and one of the bromides. 

The bromide was administered for two or three hours in ten 
to twenty grain doses. The amount of morphia given was not 
ascertained. A few days before admission the patient became 
violent, had hallucinations, was suspicious and at times appre- 
hensive. When admitted he was in a feeble condition. His 
tongue was brown and dry, pulse feeble and rapid, skin dry, tem- 


perature 99. He had hallucinations of all senses, was suspicious 


and controlled by delusions. He heard his wife’s voice and saw 
her talking in the grounds outside his window.. Whiskey and 
other narcotics were discontinued on admission. He had liquid 
diet. with iron and strychnia, and for a few nights hyoscine hy- 
drobrom., gr. The patient rap‘dly improved and in two weeks 
was out on the lawn, and in a week longer appreciated the de- 
lusional nature of his ideas. He had some headache and sensation 
of fullness, for which a pill of ergotine and nux vomica was pre- 
scribed with marked benefit. 

Casz 6.—Male. Admitted to the hospital with a history of 
mental disturbances extending over five weeks, preceded by an 
attack of articular rheumatism which was of but short duration, 
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subsiding on the appearance of mental symptoms. For his 
rheumatic symptoms salicylates and potassium iodide had been 
prescribed, and for a hypnotic chloral, grs. 15 to 20. This 
dose was repeated at least once every night and not infrequently 
twice. For two weeks before admission he also had morphia by 
hypodermic injection morning and night, commencing with a 
quarter of a grain, gradually increased to a grain at each injec- 
tion. Early in the history of mental disturbance he had also 
bromide of potassium in 30 grain doses, frequently repeated. 
On admission he was in a state of mental confusion. He had 
hallucinations of sight and hearing. He was wandering and in- 
coherent in speech; skin dry; pulse 96; tongue heavily coated. 
He was given at bed time hyoscine gr. 130, which was repeated 
at 2:30 a.m. without effect, as he was awake and talkative all 
night. On the second day of his residence in the hospital a 
tonic was prescribed, containing iron and strychnia, and that 
night nothing was administered as a hypnotic but whiskey, drams 
6. He slept after 1 a. M., and was quieter on the day following. 
The whiskey was repeated and the patient~slept nearly the en- 
tire night. Ina week he was sleepitig well, was quiet, and his 
hallucinations have nearly disappeared. The whiskey was then 
discontinued. In a week longer, two weeks after admission, he 
was so well that he was taken home, the tonic medicine being 
continued. The patient has visited the hospital since and ap- 
pears entirely restored. 

Case 7.—Male. Brought to the hospital strapped to a bed in 
a condition of acute maniacal fury. For two weeks he had been 
treated for typhoid fever. He had been delirious and his head 
back of the neck and bottoms of his feet had been freely blis- 
tered. The blistered surfaces were quite fresh at the time of 
his admission. He had been given brom. of potass. grs. 
15 every three hours, chloral grs. 15 night and morning, and had 
occasional hypodermic injections of morphia. He slept the 
greater portion of the night and in the morning was quiet and 
suspicious and apparently apprehensive. He was very reticent, 
did not express any delusions, though evidently entertaining 
some. His bowels were constipated, tongue coated, breath 
offensive. ‘There was no abdominal tenderness nor any abnormal 
temperature. Patient in a few days:talked more freely, said he 
had heard voices and seen people about him and that he feared 
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he was to be punished. He took his food frequently and slept 
sufficiently without hypnotic drugs. Iron, quinine and strychnia 
were administered, and as soon as the condition of his feet per- 
mitted, out of door exercise was taken. He remained depressed 
for several weeks, but the hallucinations rapidly disappeared and 
he was subsequently discharged well. 

Cases might also be cited showing that similar hallucinatory 
disturbances may be produced by the excessive habitual use of 
chloral, bromides and opium. 

The facts presented in the histories of these cases may seem 
sufficient to call attention to the possibility of dangerous com- 
plications from the use of, and abuse of, hypnotics: There was 
nothing in the early history of these cases that might not be ob- 
served and expected to occur in the usual experience of a hos- 
pital. As they progressed, however, hallucinations appeared, 
accompanied with restlessness, motor disturbances, fear of im- 
pending calamity, and manifest constitutional disturbances. 
The sense disturbance was general and very active. It related 
to the food that was presented—the air of the room—the en- 
vironments of. the hospital—the clothing—the identity of per- 
sons—terrible sounds and voices—dreadful apprehensions, accom- 
panied by struggles to escape and suicidal attempts. The hos- 
ptal treatment was further complicated by refusal to take food. 
Life was even seriously threatened in consequence of partial 
paralysis or impaired performance of functions of vital centres. 
Indeed we could not otherwise conclude than that a toxic de- 
lirium had been induced as an added complication, which im- 
perilled life and subsequently retarded recovery in certain cases. 

In all the cases forming the group, hypnotics had been admin- 
istered to produce sleep in frequent doses for long periods, 
and as it appeared in several instances, the doses had been en- 
larged as the delirium increased. The delusive ideas remained 
in several cases for a considerable time after the patient appeared 
otherwise to be well—the vivid recollection of frightful visions 
arousing a fear that they would return if sent home. One pa- 
tient now under treatment, but whose case is not presented above, 
is suffering from mental hebetude, languor, suspension of mental 
activity, took 480 grains of brom. of potass. every twenty-four 
hours for one year. She now seems to be slowly recovering from 
the drug poisoning. 
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The physical symptoms in these cases have quite uniformly 
been noticed to be a dilated sluggish pupil, diminished mental 
reflexes, a feeble heart beat, a flabby tongue somewhat pale and 
covered with pasty coat, anda tumid abdomen. If a patient 
comes to the hospital with a history of mental disorder and in 
addition there is a complication of delirium and has had large 
doses of chloral, paraldehfde, opium or bromides as a part of 
the treatment, with the physical symptoms which are named, we 
are then disposed to suspect that part of the trouble may be 
due to the toxic effects of some drug. I have sometimes been 
surprised that intelligent physicians should be led into what 
seems an erroneous and hazardous line of practice.. But we 
must bear in mind that there is now a tendency to treat the in- 
sane privately, and it has occurred that excessive doses of hyp- 
notics are not infrequently administered to produce quiet and 
prevent disturbances and noise which would disturb a neighbor- 
hood or others in the same house. 

In the treatment of the cases referred to in this paper the 
hypnotics that had been used so freely were discontinued and 
with the exception of three, two being still under treatment 
with a prospect of recovery, all were restored to health except 
one by means of nutritious food, quinine tonics and a few doses 
of digitalis when indicated. Improvement began when the poi- 
sonous hypnotic medicines were discontinued. 

It is now some time since there has been any interchange of 


experience in the use of hypnotics in American hospitals. But 
from observation and inquiry, Iam of the opinion that in the 
treatment of insanity, their use has been decidedly diminished, 


or discontinued, in récent years. 

I have named some of the direct injurious effects of large 
doses of hypnotics upon the brain which are shown in the cases 
stated. Of the indirect effects we may know less, but the ser- 
ious question must arise whether damage to the brain of a per- 
manent injury may not be done by their excessive use; and the 
tedious convalescence, mental hebetude and enfeeblement which 
often follows the acute outbreak, may not in part be accounted 
for as a result of the toxic effects and disturbed brain nutrition 
from prolonged and injudicious use of hypnotic drugs. 
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Fatigvk on (Continued.) 


MENTAL ELEMENTS IN NoRMAL AND PaTHOLOWICAL Faticus. 


It is next in order to make a practical application of general 
truths more precisely to the nervous and mental mechanisms, and 
their special disorders in neurasthenia. This leads to my second 
proposition, that to properly study our problem we must take into 
account the nature and manner of production of the mental symp- 
toms common to nervous exhaustion and insanity. This brings 
out the main purpose of this study of the relations between mind 
and body :—to show how it is that the mental symptoms furnish 
a ready index of the fatigue and auto-intoxication of nerve and 
muscle tissues, as a guide for diagnosis, prophylaxis, and treat- 
ment; and also to show how the general symptoms of nervous 
exhaustion can be better understood by a proper interpretation of 
the mental symptoms. The acute, acquired form of neurasthenia 
will therefore be first considered with reference to the mental 
symptoms, to show what they are, and how they are produced. 

All observers agree that the symptoms of neurasthenia are 
largely subjective. There are objective signs, but the physician 
mainly depends upon the patient himself to tell how he feels. 
Every physician also learns to qualify such statements according 
to his estimate of the individual and his mental state, under the 
bias of the characteristic “ hopelessness” and “ worry,” or even of 
the less intense “ depression of feeling.” These symptoms pertain 
to the state of the feelings, and constitute the emotional tone, in its 
intimate dependence upon bodily states which afford a general sense 
of comfort or discomfort,—of well-being or ill-being, more or less 
persistent. This is quite independent of the intellect, and the pass- 
ing feelings which are normally attendant upon pleasing or pain- 
fulideas. These disorders of the feelings and the emotional state 
constitute one distinct group of mental symptoms. 

All the writers on this subject have also given prominence to 
the striking clinical manifestations of “inability to concentrate 
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the mind,”—the weakening of the power of attention. Here is 
another important group of symptoms that represent disorders of 
the intellectual activities and the voluntary power. The most 
prominent of these, as a sensitive index of nervous fatigue and 
exhaustion, is the attention. 


Tue Primary Data or Mentat Actrivitry,—Two Groups. 


All these mental activities have to deal with sensations as fur- 
nishing the primary data of their operations. In the foregoing 
study of the mental mechanism it has been shown that there are 
two groups also of these sensations:—the first are the general 
organic sensations, not intense enough ordinarily to pass over the 
threshold of consciousness, but they constitute the vast subconscious 
inflow of minor sensations through all the sensory channels that 
lead to the sensorium from every tissue and organ, and from every 
peripheral mechanism, nervous or muscular, in the body; the 
second are those we are conscious of as presented through the 
special senses and that stand in the mind as perceptions, ideas and 
memories ;—these are the data of consciousness. 


(1). Oraanic SENSATIONS AND THE EmortionaL Tone. 


The organic sensations in the subconscious mechanism, demand 
first consideration as best revealing something of the mystery in 
the relations between mind and body, and the genesis of the 
mental symptoms in neurasthenia. These relations were studied 
in the first chapter and illustrated diagramatically by Fig. 3, 
representing the nervous and mental mechanism. The organic 
sensations, proceeding from all states of the body, are in some de- 
gree and form represented in the sensorium; and it was held that 
they constitute the sense of body,—the sense of personality.* 
The line cannot be strictly drawn between the conscious and the 
subconscious activities, as to these organic sensations. Many of 
the sensations received through the special senses and giving knowl- 
edge of the outer world, enter a passive consciousness, as the 
ticking of a clock that is not consciously perceived unless it stops, 
or attention is turned to it. There are still weaker sensations, 
coming through the special senses, of which we are not conscious. 
In like manner, but in reverse order, the great mass of the 
eorganic sensations are normally unperceived, but some of them 


*Ribot. The Diseases of Personality, trans, Chicago, 1891. 
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may be intensified enough, as by some disorder, to enter the field 
of consciousness. Those arising from the trophic, and minor in- 
hibitory mechanisms, are among the most subtle and unfelt, as 
are those from vaso-motor changes in the general and local circula- 
tion which are most important in their influence upon mental 
states. But even among these, the inner tingling sensations, fol- 
lowed by general chilliness and external pallor upon a sudden idea 
of great danger, are probably due to the swift vaso-motor con- 
striction. There are also the normally unperceived, though in- 
cessantly repeated sensations which provoke and accompany the 
respiratory movements, They may arise also from the state of 
the muscles after exercise, even when inactive, giving the feeling 
of fatigue and exhaustion; or in an opposite condition may afford 
a general sense of vigor. The muscular sense is a stronger repre- 
sentation of the organic sensations that are sometimes classed 
with the special senses. Hunger and thirst are not localized sen- 
sations, but result from a discomfort of the whole organism, be- 
ing connected with the state of nutrition™. 


Sense of Well-being.—These normally latent or obscure sensa- 
tions, low in intensity but great in volume, are persisténtly flowing 
inward beneath the fewer but relatively more intense and transient 
sensations from the special senses. In the healthy organism, 
refreshed and vigorous, there is an equilibrium of physical sensa- 
tions, or a multitude of agreeable feelings attendant upon the 
exercise of normal power. 

This physical state produces a mental sense of well-being; the 
persistence of this will give its special character to the physical 
and mental habitude, or the personality of the individual. 


Sense of Ili-being.—But in the conditions represented by a sense 
of ill-being, there are feelings of fatigue, depression, anxiety, languor, 
absence of desires, a sense of lack of power, of self-depreciation, and 
of personal unworthiness, etc., of which the patient gives account. 
Beard has well characterized this “as an instinctive consciousness 
of inadequacy for the task set before us.” ‘ We are hopeless,” 
he says, “because our nerve force is so reduced” ;—“a certain 
amount of nerve strength is necessary to supply the courage re- 
quisite for simple existence.” The persistency of these feelings 
is marked by a visible change of personality. In slighter degrees 


*Bain, ‘“ The Senses and the Intellect,” 3d Ed., 1888, Part II. 
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these changes are like those commonly seen in the evening tire of 
an active man, from which restoration follows. When, however, 
in the processes of waste and repair, the balance turns slowly and 
insidiously to the side of weakness of nervous tissues, whose cor- 
responding mental activities show these symptoms of disability, 
they stand as evidences of a neurasthenic condition. As these 
morbid physical states persist, the ideas suggested by the mor- 
bid feelings, and to account for them, are framed by degrees 
into some wrong conception. Although there are, however, many 
cases of melancholia without delusions, yet beliefs may be engen- 
dered consistent with the morbid state of hopelessness, self-reproach, 
and worry. In many cases special delusions are formed for which 
the patient gives reasons, with a degree of intellectual integrity 
that is peculiar to melancholia. These allied organic and con- 
sequent mental changes profoundly modify the personality in its 
inmost nature. By the process described this is not the violent 
and superficial effect of sudden emotions, but results from a slow and 
subtle process that irresistibly changes the basis of the personality. 
It is easy to see how such morbid organic sensations may be en- 
gendered in a general neurasthenia and produce such a train of 
nervous symptoms, characterized by a sense of ill-being, depres- 
sion and hopelessness. Like results may come from nervous ex- 
haustion initiated in the brain itself, by mental overwork, care and 
anxiety. Here is the bond between well-being and ill-being of 
body and the emotional tone. It is plain how the changing states 
of mental feeling reflect the bodily states in alterations of the 
sense of personality. 


Mental Symptoms of Auto-Intoxication.—The new evideuce 
in regard to the toxic elements engendered in the body sustains 
these views, and seems to offer the long sought explanation 
of many obscure conditions. Full force should be given 
to the fact that in all forms of functional activity the 
fatigue proper, from the discharge of energy and the breaking 
down of material cell contents, has always joined with it the toxic 
influence of self-produced waste products. We are able to ac- 
count for much that appears confusing in the symptoms of fatigue, 
by ascribing their variations to differences in the kind and quan- 
tity of the specific poisons that are developed in the various 
tissues. For example, while melancholia is generally character- 
ized by a disposition to quietude and shrinking into seclusion, 
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some cases are marked by great mental agitation and pbysical 
restlessness, and inattention to surroundings, the essential physi- 
cal and mental condition being the same. A fair inference is that 
there is an irritating intoxication in such cases. But again there 
is the peculiar condition of apparent stupor added to the ordinary 
melancholia, so that in extreme cases the patient cannot move his 
limbs or utter a word, and the facial expression is blank. This 
presents a more profound degree of the condition described by 
Brunton as like the poisoning by curare of the muscular mechan- 
ism. The absence of true psychic stupor in many such cases is 
well proven. It has been seen that these symptoms may be pro- 
duced by choline, neurine, and muscarine, which are antagonistic 
to atropine. It Hare’s suggestion that it is possible to give relief 
by antagonistic remedies when there are signs of auto-poisoning, 
he mentions dilated pupils, a hot and dry skin, dim eyesight, rapid 
pulse, as like the effects of atropine. Symptoms resembling them 
in lesser degree are seen in both neurasthenia and melancholia. 
Again a slow and full pulse with high arterial tension, and a 
throbbing frontal headache, suggests the ptomaine like digitalin. 
Some of these poisonous substances lower the temperature; it is 
often sub-normal in the graver neurasthenic conditions. Upon 
the basis of such causes, and such a method of production, the 
“excessive irritability and weakness” of neurasthenia seem amply 
accounted for. By means of local perversions, the weaker organic 
sensations sometimes come to be felt, and may be so intensified as 
to bring them into the group of those that are consciously per- 
ceived and localized. Langour, dullness, stupor and lethargy are 
like manifestations of toxic influences. These altered sensations 
will be hereafter described. They are of great psychological im- 
portance. Reference has already been made to the relation of 
uric acid to diseases of the nervous system, and the characteristic 
symptoms of lassitude, depression of spirits, ctc. Its formation, 
elimination, and possible excess in the blood, are so essentially 
connected with the processes of waste and repair as to make these 
symptoms most significant in their relation to neurasthenia. 

The conditions of mental feeling, marked by the emotional tone, 
as states of well- or ill-being, have now been shown to be inti- 
mately bound up with the great volume of subconscious bodily 
feelings, and representative of their predominating quality. They 
are normally so low in intensity as to be undiscriminated ; but 
when intensified by morbid conditions-they become symptoms of 
the existing disorder. 
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(2). Sensations From Tae Specrat Senses; Perceptions, Ipeas, 
ETC., AND DisorpERS OF INTELLECT AND WILL. 


It now remains to study the other groups of symptoms repre- 
senting disorders of the intellect and volition as distinguished 
from mental or physical feeling. Of these disorders, the most im- 
portant indications pertain to the attention. All writers on 
neurasthenia have noted the fact that the mental symptoms of the 
higher order are always prominent. But what is wanted is a suf- 
ficient analysis of them to show their two-fold significance. A 
brief explanation should make this clear and easy to understand, 
as it is necessary to be known. On the one hand the disorder 
may begin below in the sources of organic sensations, and extend 
upward into the higher mental sphere. The great mass of sensa- 
tions beneath are summed up into our sense of physical personality. 
Compared with them, all that comes into our conscious minds 
through the special senses, with the succeeding perceptions, ideas, 
memories, judgments, feelings and volitions, in the “circuit of con- 
sciousness,” represent but small items. The sequence of these 
activities in the mental mechanism is shown in the diagram, Fig. 3. 
In acute neurasthenia, and true melancholia and mania, there is 
always nutritional, toxic, and functional weakness, fundathentally, 
in the organism; it is from this that the influences arise which 
affect our conscious feeling and thinking, making these higher 
mental states the sensitive indices of the lower physical changes. 
For like reasons these subconscious changes of personality, per- 
vading and voluminous, have a predominating influence. When 
all goes well with the organism, and it is in a condition of unfelt 
equilibrium, the processes of thinking and feeling are adjusted, 
more or less logically, to the varying environment, upon a basis of 
a sense of well-being and normal love of life. On the other hand, 
a morbid process may be started in these higher activities, in a 
previously healthy and strong organism; but until the organism 
itself suffers a change to the specitied nutritional and functional 
weakness, there can be no such mental symptoms as are being 
studied here. Normal mental activities cannot produce “mental 
symptoms” except by first causing the characteristic “weakness” 
somewhere in the physical basis of them all. 


Familiar Facts of Mental Manifestations. Consciousness.— 
There is no need, in this matter, of entering into psychdlogical 
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speculation. The characterization of the mental activities in the 
foregoing chapters were intended to show that, for the present 
purpose, it is only necessary to consider the final facts of the man- 
ifestations of mind with which we are most familiar. We com- 
monly note the fact of consciousness and distinguish between such 
states as its absence in coma, its partial presence in sleep, or its 
full activity in an alert and intelligent mind when we cannot 
doubt that some activity of organic elements is added which was 
not present in the less active states,—as of coma, for example. 
We use many phrases to describe different degrees of this activity, 
meaning always a state of consciousness, the sum total of all its 
activities. 


The Attention.—A brief statement may be made, for its applica- 
tion here, of what has already been said of the attention. The term 
is applied to denote the mental action when a particular object of 
thought is held in mind to the exclusion of others. Active conscious- 
ness is always attending to somé one presentation in its field,— 
this action is attention, and this activity is always going on in 
connection with every other mental action, or object of thought. 
The mind may attend to the presented perception of a new sen- 
sation,—a re-representation in memory,—an abstract conception, 
—or the idea of a muscular movement. The larger importance of 
the attention is due to the fact that in it resides the inhibitory 
power overall mental operations, The attention is to these what 
the physiological principle of inhibition is to the lower nervous 
mechanisms. It is the abatement of this higher inhibitory power 
and of its regulating and guiding control that appears early and 
most constantly in mental fatigue and weakness. This is. mani- 
fested by changes in the power of attention. 

Ribot’s* simple analysis of the office of the attention is very 
clear. It acts in two forms:—voluntary attention is its acquired 
form gained as a result of the higher evolution of man;—spon- 
taneous attention is its natural or primary form, when its action 
is attracted or reflex, as is so manifest in children and animals. 


Spontaneous Attention.—Spontaneous attention being first 
considered, the essential fact is that it is always attracted 
to the object or idea in- the mind that most interests it, 
or keeps it on the alert. This idea may be _ intensified 


*The Psychology of the Attention, trans,, Chicago,~1890. 
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in interest by pleasurable or painful feeling,—by a desire 
orafear. Now it has been shown that when the emotional tone 
represents physical well-being or ill-being ideas harmonious with 
the emotional tone will be intensified. It has been shown also 
that in states of ill-being and depression of feeling the attention 
is persistently attracted by painful ideas which become further 
intensified by the prevailing emotional tone. Thus a state of 
habitual mental pain shows attention attracted by, and dwelling 
upon, painful ideas. This is the basis of worry, and it is thus 
shown how worry intensifies its own cause. The clinical signifi- 
cance of worry, therefore, is that the weakened attention is being 
occupied by painful ideas which are intensified by the exaggerated 
influence of a painful emotional tone representing a weakened and 
irritated physical basis. The painful ideas are further intensified 
by the concentration upon them of the attracted attention. When 
only attracted attention is in action, as inextreme conditions, the 
spontaneous flow of ideas goes through the mind in a wandering 
train, as in dreaming or delirium, without check or guidance; and 
those ideas in the train most attract the attention which are then 
in harmony with the emotional tone. 


Voluntary Attention.—The exact antithesis of the spontaneous 
form is voluntary attention. As to this, the essential fact is, 
that it is the -activity of inhibition. The attention directed 
and concentrated upon a chosen object of thought is an 
act of volition. A man controls his own mind by willing 
his attention, as it were, to be fixed upon some one item 
or object, in the train of presented ideas, to the exclusion of 
others. He thinks about what he chooses to think about; he may 
make the most worthy object the most interesting; by dwelling 
upon its worthiness he intensifies it, thus resisting the attraction 
of less worthy interests and emotions. This directing of the at- 
tention by the will may cuntrol and guide the processes of think- 
ing,—may inhibit the promptings of the emotions in conduct; and 
it does manifest itself in all voluntary action. Attention has 
always a motor element and expresses itself in muscular move- 
ment. Ina healthy man, with a refreshed and vigorous organism, 
and a trained intelligence and attention, is found the most effici- 
ent expression of this higher power of inhibitory and guiding 
control. This is an acquired power, improved by training. Now 
may be plainly seen the importance of the clinical signs in regard 
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to the higher inhibition, Let there be weakening of nervous 
energy from any cause, then the weakening of the voluntary at- 
tention is a direct and immediate sign of mental and general tire 
or exhaustion. It may be that, in such a state, as much or more 
“control” is exercised, but it requires more effort and expenditure 
of nervous energy. 

The more the higher control power is lessened, the more the 
spontaneous attention is left free to act. The gradual reduction 
of the control power of the voluntary attention is a matter of 
common Clinical observation in normal fatigue, neurasthenia, mel- 
ancholia, ete. Here then is further shown the bond that connects 
the changes in the physical basis of the personality and the 
changes in the higher mental sphere, in which the power of atten- 
tion thus becomes a sensitive index of bodily conditions. The 
mental attitude at any given moment is ‘determined by the state 
of the attention. This is always tending to act in a reflex and 
spontaneous manner according to the emotional tone, as attracted 
by the most interesting ideas. When bodily feeling is in equili- 
brium the voluntary direction is easiest; but direction is always 
inhibition,—by will and choice the ideas are held in view that stir 
the worthiest feelings, or a consenting will yields to those made 
interesting by desire. Then feelings as motives add intensification 
to the mental attitude, and again we find the potent influence of 
the emotional tone. It controls or is controlled. This brings out 
the practical point that is of present interest,—the need of th 
higher inhibitory control and what it works against. According 
to Foster, just as physiological inhibition plays its part in the 
lower mechanisms, so is it important in the whole work of the 


> 
central nervous system. He says:* “In all probability many of 


the phenomena of nervous life are the outcome of a contest be- 
tween what we call inhibitory, and exciting or augmenting forces.” 

Another practical point is of the greatest importance here in 
regard to the higher inhibitory control, acting through voluntary 
attention. It is tie application of the principles in the laws of 
practice, habit, and association. The mental activities do not 
escape the full force of these laws. When once a mental attitude 
has been determined by the inter-play of ideas, feelings, and con- 
trolling or consenting will, there is a functional disposition to re- 
peat the organic and attendant psychical processes. “ Habits of 
thought” are acquired, and they are characterized either by a 


* Op, cit., p. 918. 
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habit of yielding to impulsive emotion, or as determined by a con- 
trolling inhibition. The principle of practice is in like manner 
always ready to reinforce the power of voluntary attention. 
Hence we see that the attention, as the agent of the will, has to 
work against also the effects of practice and habit which tend to 
become fixed by states of feeling, the associations of which with 
ideas are also strengthened by habit; while at the same time, vol- 
untary attention trained by practice leads to the highest acquire- 
ments of mental power. Conversely, we see the import of the 
lessening of inhibitory, selecting, and directing power in states of 
nervous fatigue and exhaustion. Whatever the physician may 
discover in the bodily condition of his neurasthenic patient, or 
whatever he may infer of its pathology, he should always remem- 
ber the effects of habit in the mental activities. The nervous 
invalid may remain such, even under strongly recuperative tend- 
encies, simply from mental habit, confirming it both by misuse 
and disuse of normal power. The patient, powerless to contend 
alone against the force of weakness and habit, must have a physi- 
cian for both mind and body. 


MeEnNTAL Symproms 1N NorMAL FatIGvueE. 


The fatigue of the attention will vary in its manifestations in 
different degrees of nervous fatigue and exhaustion. Its predom- 
inating significance is also shown by its relation to mental symp- 
toms, which may be sufficiently illustrated by a not uncommon 
experience. Suppose that after a day’s professional labor you 
have spent a long evening at your desk. Your probable mental 
condition may then be as_follows:—There is lesssened mental 
activity. Voluntary attention is fatigued, and in spite of much 
effort you repeatedly find your spontaneous attention attracted 
along some train of ideas to a subject remote from the one you 
are trying to keep in mind. Sense-perception is less acute,—the 
attention shows fatigue by inattention to incoming sensations, 
There is less power of memory,—it is less retentive, because dim- 
inished attention to impressions renders them less vivid,—its re- 
calling power is slower and weaker,—and in the underlying 
association of ideas there is a spontaneous flow which is controlled 
only by unusual effort of will,—the association process is itself 
slower, the vocabulary diminishes, and even familiar names and 
words may not be recalled. The logical processes work -more 
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slowly in making comparisons and judgments, and in reasoning to 
conclusions,—the tired attention with effort holds on to one mem- 
ber of a proposition while another slips away. With growing 
torpor your attention may cease to be stimulated and you may fall 
asleep. There is a lowering of the emotional tone and a quietude 
of feeling with lessening of natural vivacity ; there is a diminished 
sense of adequacy of power, and tasks seem difficult that after 
rest will appear easy enough. An abatement of power to control 
the motor mechanism is apparent as requiring more effort of at- 
tention. This is normal fatigue; it will be seen that in every 
phase of these activities the attention shows the effects of fatigue 
in lessened control. Restoration follows when in the repose of 
rest and sleep, the circulation removes the acid waste products, 
etc., that caused the somnolence, while it supplies the materials 
for rebuilding the cell-contents so that they may again yield 
energy upon being stimulated. 


Mentat Symptoms 1n Fatieve, ITs GENESIS. 


When the process of restoration is continuously incomplete, and 
after a time a similar degree of exhaustion is persistently estab- 
lished, the symptoms may not be quite the same in respect to the 
toxic influences. It is plain that there will have been going on 
an active process of removing them, though incompletely; and we 
have to conceive of a partial inanition and an irritating intoxica- 
tion as contributing to the “excessive irritability” when it exists, 
as it commonly does, in neurasthenia. Then the normal fatigue 
has passed over into pathological fatigue. Recurring now, for 
example, to the picture of evening fatigue, after a day of hard 
work both physical and meatal, a significant sequel might follow 
it. Suppose then you are suddenly called to a patient whose life 
is in danger. You are aroused. For many hours you may anx- 
iously work over the case with no apparent lack of energy or 
failure of the resources of your experience and skill. But when 
relief comes, and you try to get rest in sleep, you only lie awake, 
restless, your mind excitedly reviewing the scenes you have passed 
through, your will powerless to inhibit the train of ideas, and you 
have a painful sense of nervous tension and irritability. 

There would seem to be in this condition a ready explanation of 
acute exhaustion, or excessive fatigue and toxicity. This is the 
initial stage of pathological fatigue. Such an incident is instruct- 
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ive in many ways. It shows how the store of nervous energy is 
held in reserve, within the limits of normal fatigue under ordinary 
stimulation. But unwonted interest being aroused and attention 
stimulated, the mechanism responds with an increase of cerebral 
circulation, and large cortical areas are probably excited to action. 
While more nutrition is thus taken up, more energy is given out; 
and although there is a more rapid removal of waste products it 
is not complete, and these gradually accumulate until some de- 
gree of exhaustion is manifested. Then in the search for the 
power of control over mental processes, the attention failing in its 
office becomes conspicuous by its absence or lessened power. 

The mental mechanism is commonly stimulated to action by 
the external circumstance, as in the incident just related. The 
interest excited by the event arouses the attention which, acting 
in both its reflex and voluntary forms, intensifies ali the mental 
activities. A like experience is still more common, in which there 
is absence of immediate objective interest, and the mental action 
proceeds more subjectively and from volition. Take another in- 
stance of evening fatigue, and suppose, for example, you have 
been delaying the writing of a medical paper which must be read 
to-morrow. With fatigue equal to that yielded to many times 
before, you approach the task to which a mixed interest is now 
added by your reflection upon the need of preparation and the 
consequences of failure to acquit yourself properly, With much 
effort of will and attention, you apply yourself to the beginning 
of the mental work. Presently the sense of fatigue and effort has 
passed away,—the subject itself gathers interest,—and you have 
a sense of satisfaction in the exercise of mental power. You may 
desist at last, not with consciousness of mental fatigue, but be- 
cause the lateness of the hour claims your attention. But as in 
the other case, you may lie awake with an over stimulated brain 
and weakened inhibition; and this condition may represent simply 
a less degree of over-fatigue than in the former instance. 

In the first of these two cases, external circumstance furnished 
the immediate stimulating interest ;—in the latter case it is mem- 
ory and expectation, but the attention is more clearly voluntary 
and the whole process subjective. In both cases the role of the 
attention is apparent. It becomes evident also that the feeling 
of fatigue does not measure it, but only represents the fact of 
fatigue within normal limits, beyond which there is a reserve of 
nervous energy. that may be drawn upon by stimulating the nerv- 
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ous mechanism through an extra effort of voluntary attention. 
The explanation of the attendant physiological processes throws 
light upon the whole matter. Ribot* says it is highly probable 
and almost universally admitted, that attention, even when not 
directed toward any region of the body, is accompanied by a local 
hyperemia of certain parts of the brain. This result of the greater 
functional activity is caused by a dilatation of the arteries, 
which itself is caused by the action of the vaso-motor 
nerves upon the muscular integuments of the arteries. But the 
vaso-motor branches of the great sympathetic are independent of 
the action of the will, and are not. influenced directly by volun- 
tary attention; they are however subjected to all the influences of 
the emotions. It is shown by the experiments of Mosso and 
others that the slightest and most transient emotion causes an 
afflux of blood to the brain. Maudsley+ says: “We may fairly 
conclude that the effect of attention ty a current of thought is to 
quicken the circulation in the nervous sub-strata which minister to 
it; not otherwise than as when some earnest thought has taken 
hold of the mind, it keeps up an active circulation in the brain, 
and will not let us go to sleep.” 

These considerations enable us to distinguish the main elements 
of the mechanism that were involved in the last two cases of 
evening fatigue. In both, interest and emotion were the immedi- 
ate excitants of the increased blood supply and brain activity ;— 
in one, the emotion attended the thought of the external circum- 
stance of a patient in danger, and attention was largely 
spontareous,—in the other, the emotion accompanied the thought 
voluntarily chosen to be held in attention, although its interest 
was more remote. So the attention once becoming active, in 
whichever form, the same results then followed in either case, and 
the order was as follows:—attention, intensified ideas with mental 
feeling of interest or emotion, vaso-motor dilatation, quickened 
circulation and nutrition, increased expenditure of energy and 
waste products, and over-fatigue to the degree of exhaustion and 
irritability. 

These phenomena of our commonest experience therefore bear 
this plain interpretation. It is fundamental in our nature, in the 
earlier stages of development, as in children and animals, that our 
inner physiological activities and their expression in conduct are 


*Op. cit., p. 19. 
tPhysiology of Mind, 3d ed., p. 316. 
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largely subject to the feelings,—our mechanisms are set in motion 
by untutored interests, emotions or blind instincts. But in the 
later development of the acquired forces of intellect and will, we 
control, select, and direct, through attention, the chosen, impel- 
ling interests, combined with much yielding and consenting to the 
primary forces of our emotional nature. 

It is a common clinical observation, as has already been stated, 
in the section on the law of association, that with the beginning 
of failure of higher psychical control, the more mechanical laws 
of cerebration are brought more freely into play, and we come at 
last to the phenomena of weakening attention as the index of the 
more spontaneous flow of ideas along the paths of habit and asso- 
ciation. Fatigue of the power of voluntary attention, which goes 
along with cerebral fatigue, is equivalent to the beginning of the 
failure of control. 

In the mental conditions last described, the symptoms of a gen- 
eral and cerebral neurasthenia thus developed reveal the impor- 
tance of the attention, and the high office of its voluntary power 
in respect to all mental activities. In the abatement of natural 
vigor in any of them, the physician should see signs suggestive of 
neurasthenia. 


The Sense of Effort, and Discharge of Energy in Attention.— 
A further development of symptoms may follow if the patient 
continues in a neurasthenic state. While the action of spontane- 
ous attention is always without a sense of effort, as in its passive 
exercise in revery which may be restful, it may on the other hand 
when concentrated, as in continued worrying, be accompanied by 
expenditure of energy and cerebral exhaustion. Hence the maxim 
that worry is worse than work. But voluntary attention is 
normally accompanied by a discharge of energy and a sense of 
effort. The feeling of effort is at a minimum when the body is 
strong, but with increasing fatigue the sense of voluntary effort 
grows greater because more is needed to accomplish the same re- 
sult as before. This of course is attended by a conscious sense of 
mental inadequacy through a sense of resistance to effort, which, 
added to the feeling of physical inadequocy already existing and 
accompanied by painful emotion, increases the force of self-depre- 
ciation. There is deeper depression, more intense worry, increas- 
ing cerebral exhaustion, and lessening mental control by will and 
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Correspondence of the Train of Mental and Physical Events in 
Neurasthenia.—The preceding analysis of these conditions shows 
what may be the train of concomitant and increasing disturbances of 
nutrition: there is local and then general inavition and irritating auto 
intoxication,—then vaso-motor constriction, perhaps from irritative 
elements in the blood, and local or general anzemias,—or a vitiated 
-blood supply that does not nourish,—or again a hyperemia from 
which we may infer a constriction-paralysis, in a condition mani- 
fested by a temporarily increased activity, and mental facility 
which is still a manifestation of inhibitory weakness. Thus a pro- 
cess beginning in the general organism, perhaps with disorders of 
digestion, may lead by a sequence of events to such results as 
these. The causes continuing, or being renewed alter partial re- 
covery, which may happen many times in a single case, the 
descent to graver degrees of exhaustion in melancholia may be 
accelerated by insomnia. This, we have to infer, is due to a 
hy pereesthesia from weakness and toxic irritation of the central 
mechanism, 

The process may begin with an earlier event :—through necessity 
or mistaken zeal the individual over-exerts his brain in mental 
work under the spur of interest and forced attention. Here is 
indeed purely mental initiation of cerebral exhaustion which may 
start the train of events even in a strong man. Then with an 
over-worked brain, and under-worked respiration and muscular 
movements, as in sedentary habits, the cerebral waste of tissue is 
increased and the nutrition is diminished, by both local and 
general conditions. Such a special condition, for example, as the 
uric acid diathesis, may be engendered by deficient elimination. 
From a cerebral neurasthenia all the other events may follow. In 
this form, however, there may be failure of special functions, as 
of memory, for example, in some of its elements. A not infre- 
quent symptom is forgetfulness of names and words,—the fatigued 
word-memory centres are slow in recalling, or the word-uttering 
centres are slow in acting, and there are the symptoms of brain 
exhaustion with a hesitation of speech that is unduly alarming. 
The mental work of a physician or a lawyer is a good example of 
a peculiar strain of these central mechanisms. There is the daily 
continuous effort of listening to the details of medical cases, or to 
evidence and pleadings in some important cause, often followed 
by work at late hours. It is not strange that there should be a 
consequent condition of special fatigue of the attention and 
memory. 
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CEREBRAL NEURASTHENIA. 


Cerebral neurasthenia being once established the general form 
is then usually developed ; but the first may exist by itself, as 
has been shown, and be of long standing in a healthy organism. 
The same is probably true of spinal neurasthenia. This central 
affection is likely to involve, directly or indirectly, other co-ordi- . 
nated mechanisms. An acute neurasthenia may be rapidly devel- 
oped by mental shock or the like; it is as if, by a great discharge 
of energy, the brain cells are quickly brought to a state of 
exhaustion with inahility to perform fully their function of taking 
up nutrition, or to act in their normal and habitual associations, 
because of being “thrown out of gear.” 


SECONDARY, CuHronic, AND HerEepirary NEURASTHENIA. 


The forms of neurasthenia so far discussed are those that are 
acquired, acute and primary. Secondary neurasthenia, or the form 
occurring after other definite diseases, often not nervous, must be 
regarded as belonging to the class having special toxic causes. 
The poisoning may be direct, and sometimes recurrent, as in the 
specific constitutional diseasés, due to, or inducing, nutritional 
and degenerative disorders, such as gout, rheumatism, syphilis, ete. 
Or it may be indirectly due to such diseases as puerperal fever, 
typhoid fever, etc., in which it may be inferred that, although the 
specific toxic materials have passed away, a process of inanition 
once started persists, or continues to develop. Chronic neuras- 
thenia has already been characterized, and includes conditions of 
partial recovery, in which a “constitutional predisposition” is 
fully acquired and established, This is consistent with periods of 
partial efficiency and comfort, with lessened reserve energy. 

Hereditary neurasthenia, as a transmitted predisposition, is a 
usual cause of localized neurasthenia in special systems or organs. 
In these cases and in those with a general neuropathic condition, 
often inherited, there is a tendency to all forms and degrees of 
neurasthenic disorder, for the reason that, it being a condition of 
nervous instability and weak resistance, the organism yields to 
slighter degrees of stress than in ordinary states. The nervous 
equilibrium becoming unbalanced by slighter causes, the departure 
from the general habitude of the individual is Jess, and restoration 
to it easier, than when the normal resistance is great and the 
break-down is a greater change. When a strong man breaks 
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down it may therefore be more difficult for him to get well than 
for one less robust and stable. When there is such a predisposi- 
tion, however, the prophylaxis should be more diligent against 
neurasthenia and mental disorders. It should be remembered also 
that in these neuropathic cases one may inherit a strong brain and 
a weak body, and vice versa. 


SyMPTOMS OF NEURASTHENIA. 


The bodily and mental elements in normal and _ pathological 
fatigue have now been considered as manifestations of normal 
activities of the organic mechanism that present the changes to 
be noted in neurasthenia; and such references have been made to 
the symptoms of “fatigue” as may aid in elucidating the nature 
of the elements involved. The manifestations of the elements of 
pathological fatigue may now be studied more comprehensively 
and precisely, with a view to their analysis and classification; this 
may lead to a definite and orderly specification of the bodily and 
mental signs of the morbid condition in neurasthenia, showing 
their relation to changes in the bodily mechanism, and laying the 
foundation for a better understanding of like manifestations in 
melancholia and mania as graver forms of nervous exhaustion. 

The symptoms of neurasthenia, being manifestations of weak- 
ness of the nervous system, proceed from variations from the nor- 
mal condition of nerve-cells—molecular and chemical, not yet de- 
monstrably pathological, and implying a weakened or changed 
nutritional pawer. The vascular changes—the cerebral and spinal 
hypersemias and anemias—are due to disturbances of the inhibi- 
tory vaso-motor centres. As Dana says, “ Neurasthenia is prim- 
arily cellular and secondarily vascular.” Local anemias may be in- 
itiated by an irritative blood-supply,—the vaso motor constriction 
starting the deficiency of nutrition in the nervous centres; and we 
may infer that this leads sometimes to hyperemias, 

The fundamental and initial condition being thus a weakness of 
nerve-cells from excessive waste and deficient repair, to which 
there is a toxic addition to the “fatigue,” then two types of 
symptoms must be recognized,—those characterized by a too quick 
response to stimulation, due to “irritability ” or hypersthesia, 
and those due to a slowing or annulment of functional power, 
manifested by “languor,” or even a complete suspension of func- 
tion. These conditions of abated power, with “irritatability ” or 
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“languor,” occur in different degrees, and are common to the sen- 
sory, central and motor parts of the mechanism; they often affect 
one part more than the others, according to the localization of the 
“fatigue,” or the kind of toxicity. The symptoms of neuras- 
thenia are mainly subjective. 

The objective symptoms may be first considered, by noting the 
common physical: conditions. There is a general appearance of 
abated vigor, bodily weariness, languor and mental depression, 
and loss of weight. There is not necessarily anemia, but this is 
common in young persons and women; it is not present in many 
adults who may be physically well-nourished or plethoric. There 
may be tremor of the hands, sometimes only following muscular 
effort or mental excitement. Uneasiness, restlessness and excess- 
ive irritability are also common. 

Loss of vaso-motor tone is indicated by cold hands and feet, 
and the temperature is often sub-normal in the more exhausted 
cases. Morbid blushing is common in nervous exhaustion in both 
sexes, from slight mental or physical causes. A characteristic 
form of the blushing is that which occurs in patches upon the 
neck and cheeks, of a bright color and with well-marked borders 
slowly spreading. This may appear with only the effort and in- 
terest of an ordinary conversation. The disturbances of the cir- 
culation are marked by cardiac palpitations, and the phenomena of 
an “irritable heart.” The pulse shows frequent and rapid varia- 
tions in arterial tension; it may be reduced in frequency with in- 
crease of tension, or be more frequent and weaker, and often 
quickly accelerated by exertion or slight emotional excitement. 

Dilatation of the pupils is a common symptom, and may be due 
to paralysis of the third nerve, or irritation of the sympathetic. 
These suggest nervous weakness, irritability and perhaps different 
toxic influences. A striking peculiarity is a quick and frequent 
alternation between this and contraction. The atonic voice is 
peculiarly significant,—it is faint and husky, and frequently varies 
in force. Sometimes it will suddenly change to a higher pitch 
and sound thin and weak. Respiration is not changed in fre- 
quency, but deficient respiratory expansion may be observed, with 
the symptoms of compensatory sighing and yawning. 

The appetite is poor; there are disorders of gastric and in- 
testinal digestion, gastric irritability with atonic dyspepsia, and 
constipation, sometimes alternating with nervous diarrhea; and 
flatulence with feelings of distention; there is gastric neuras+ 
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thenia, and a “torpid” or “ neurasthenic” liver, and the impor- 
tant toxic consequences. Elimination generally is greatly at fault, 
by liver, kidneys and skin. The urine varies in specific gravity, 
being usually low in younger persons, with phosphates in excess. 
Older persons have more digestive and hepatic disorder, and a con- 
densed urine with sometimes excess of phosphates, urates, and 
oxalates. Traces of albumen and casts are common in the de- 
pressed cases, as in melancholia. The peculiar symptoms of “ uric- 
acidemia” are so common in neurasthenic conditions that a care- 
ful study of this toxic element is likely to be profitable. 

Neurasthenic irritability of the bladder and urethra occurs in 
both sexes; and in women the lowered nervous tone is manifested 
in menstrual disorders. While amenorrhea occurs, particularly 
in the graver cases, as in melancholia, ete., it is often physiologi- 
cally conservative; there may be an increase of the flow, and even 
the ordinary amount, in anemic conditions, becomes relatively a 
hemorrhage. Many such cases are kept indefinitely in a state of 
exhaustion by losing monthly all the upbuilding they can gain. 
Irregular menstruation and dysmenorrhea are also common. 
Women in general suffer more than men from sensory and irrita- 
tive symptoms,—there is more pain, headache, and ueuralgia, and 
the complications of hysteria occur. The diseases peculiar to 
women may be either the causes or effects of neurasthenia. The 
symptoms of sexual functional disorders, generally, should always 
be first studied carefully, as probably expressions of a general 
neurasthenia. This is true also of the disorders peculiar to ad- 
olescence and toe climacteric,—at the latter period of life men 
also are prone to neurasthenic troubles. 

Insomnia has already been especially noticed as a symptom of 
irritability,—a cerebral over-excitation from local irritation, or 
that condition initiated by intensified interest and attention until 
the symptoms of “fatigue” supervene. Macfarlane defines in- 
somnia as an evidence of vigilance in the cerebral cells, initiated 
and maintained by some perturbing element in the system, of 
which it may be the sole symptom. 

The subjective symptoms are thus broadly characterized for con- 
venience, as those of which the patient himself gives account. 
This division from the objective symptoms is open to criticism ; 
the thesis of this discussion is, in part, to show that the inner con- 
ditions are largely revealed by mental symptoms which are obvi- 
ous to the clinician who obeys Krafft-Ebing’s injunction to pursue 
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an untiring observation of the psychical processes. While the 
patient may describe his feelings and tell his thoughts, in their 
subjective aspects, the clinical observer sees the plain and often 
contradictory significance of the patient’s unwitting expressions 
of mental phenomena that are objectively manifested in his ap- 
pearance and conduct. The physician, taking into account all the 
data, solves paradoxes and makes interpretations, that the patient 
cannot make of what he feels and seems to perceive. It is a part 
of the present purpose to make clear some of these apparently 
conflicting indications. 

The study of the symptoms of neurasthenia means, then, the 
observation, and the careful analysis and discrimination, of the 
physical signs on the one hand, to differentiate them from the 
manifestations of more definite nervous diseases which are so 
often simulated in this disorder. We have, on the other hand, 
with these observations as guides, to discriminate in like manner 
the mental signs as expressed in the patient’s appearance, conduct, 
and speech. The subjective symptoms are, therefore, of two 
kinds,—what the patient tells of his bodily sensations and mental 
feelings, and of his ideas of them, and what he manifests other- 
wise as expressions of his mental condition, The business of the 
physician is to make an interpretation of these phenomena, con- 
sistent with physical facts, and to give his patient treatment that 
is often as much of the mind as of the body. 

The first and most obvious mental signs, taking the evidence 
from both of the sources just specified, are the characteristic 
depression of feeling,—lowering of emotional tone and a sense of 
ill-being. Coincident with these, but more upon evidence derived 
from the patient’s own statements, are a decrease of the power of 
voluntary attention,—-attention becoming reflex,—and sometimes 
decrease of the power of memory in its elements of retention and 
recalling, and in the association of ideas. The first order of these 
symptoms represents, in the changes of emotional tone, etc., the 
concomitant changes in the organic personality,—the patient 
speaks despondingly and appears dejected,—he has “the blues.” 
The second order shows, in the lessening of mental activity and 
inhibitory power, the abatement of cerebral energy,—the patient 
becomes conscious of this because of the increased sense of effort, 
and he may tell of it before it can be observed by others. Here 
is found the beginning of the sense of inadequacy of effort, 
especially the mental element of it, so strikingly characterized by 
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Beard and Mitchell; the patient has a certain consciousness of 
inability to control his own mind in his wonted way, and the 
consequent sense of more mental effort being required is tanta- 
mount to a sense of lessened power or an increase of the resistance 
or difficulty to be overcome. The sources and “mechanism” of 
these two orders of symptoms have been shown. 

A third order of symptoms proceeds from the first two, as has 
been shown; it is somewhat later in appearance and marks a 
graver degree of nervous exhaustion. It includes introspection, 
or dwelling by attracted attention upon anxieties or painful ideas, 
intensified by the prevailing emotional tone,—retrospection, which 
is a constant and striking symptom in those who, from a sense of 
inadequacy, lose hope and therefore interest in the future, and find 
it in the reviewing of past experiences, errors or wrong doings,— 
and apprehension, as sOmetimes a feeling of hopelessness, or 
vague fear of inability to meet the requirements of the future or 
the consequences of the morbidly intensified memories of past 
misdeeds. These constitute the condition of worry and hypochon- 
dria. 

All these orders of symptoms are usually present in slight 
degrees, and coincident at the very beginning of pathological 
fatigue. Their severity increases with decreasing energy,—from 
transient “fits of the blues” to the most marked forms of the 
disease. When the condition continues, reasoning is likely to be 
soon influenced by the bias of morbid feeling, and the law of 
practice, habit and association comes in, tending to fix the morbid 
“habits of thought” as well as the disorder in the concomitant 
physiological processes. Then secondary effects begin to demand 
discrimination, and the force of habit must never be forgotten, 
For example, a business man, having become neurasthenic from 
over-work and worry, may attend to his affairs, with excess of 
application, and feel better doing so, through the effect of habit, 
and the stimulating effect of attention and interest as excitants of 
cerebral activity and a quickened circulation. Let him attempt, 
however, to turn his attention to other matters, as to rational 
recreation, and bis loss of power to control his own mind betrays 
itself. At the beginning of the attempted relaxation, as in taking 
a vacation, there may be more of mental effurt, and of the depres- 
sion of feeling, than in keeping on with his habitual occupations, 
though harmful. Or, again, such an experience as that described 
in a letter from a medical friend, who has had large success in 
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treating neurasthenia, and who contributes unintentional testimony 
on this point, as follows :—‘“I have been feeling so good-for-noth- 
ing and so blue that I have feared almost everything. These 
‘rheumatics’ are not very comfortable companions, and the fear 
that they might get so bad as to prevent me from riding, bas 
depressed me a good deal. J know that in other ways I am much 
better than a year ago, but in the past three weeks, when the 
letting up of work has come, there has also come a letting down 
of spirits. The work now is not more than one third of what I 
do when decently busy, but I get very tired when evening comes. 
I am all played out.” It is altogether probable that had not his 
active season been terminated so soon by the beginning of the 
summer vacations, he would have gone on with his work and post- 
poned the onset of his “fatigue” and the return of his annual 
attack cf sciatica,—but doubtless with more serious consequences 
at a later day. 

These cases show the three orders of symptoms, and represent 
later stages of the condition noted in the two examples of evening 
fatigue illustrating the genesis of pathological fatigue. They 
bear also a curious resemblance to another very common expeti- 
ence:—An occasion of severe mental labor,—perhaps of night- 
work and little sleep,—is followed by a day of excitable alertness 
of mind and body; there is a sense of nervous strain, but with 
an undue mental facility and physical irritability. But after the 
next night’s rest a sense of fatigue, languor, and malaise may 
come,—the second-day tire which leads to the inference that the 
elimination of an irritating stimulation has revealed the real 
fatigue. In cases of neurasthenia, at more advanced stages from 
long-standing or a more rapid development, the effects of habit 
upon the disordered physiological and mental activities become 
more pronounced. New symptoms also appear, due to greater 
changes in the nutritional processes, and particularly in the sensory 
mechanism. 

The three orders of symptoms described refer to strictly mental 
phenomena and contain no mention of the irritability and languor 
common in this disease. These latter symptoms are both mental 
and physical, and they are direct manifestations of changes in 
bodily conditions. They now remain to be characterized as con- 
stituting a fourth order. We have therefore to examine further 
the subjective symptoms in respect to altered sensations. They 
include both those from the special senses and the largely pre- 
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dominating organic sensations. They may be distinguished as 
hyperesthesia, paresthesia and anesthesia. 

Hypercesthesia may be held to include all the phenomena of 
excessive irritability. It may be sensory or motor, or central and 
mental. General morbid sensitiveness is manifested by “ nervous- 
ness” and restlessness; the patients, especially women, have a 
sense of “tension” and difficulty of self-control. There may be 
irritative and neurasthenic conditions of all the organs and minor 
mechanisms. The local hyperssthesias are very many—as of 
touch, in which however there is no real increase of delicacy, but 
almost always a diminution. In many cases the commonly 
unperceived organic sensations are intensified. The sense of pain 
belongs to this group of “common sensations,” and they include 
the neuralgias along with which there may be a duller perception 
of tactile impressions, Itching, burning, and other conditions 
bordering on pain, are included in this group of sensations that 
differ from the tactile sense. 

Sensitiveness to ordinary stimuli in the organs of special sense, 
particularly of sight and hearing, is common. The visual troubles 
are not very serious, but there is always some weakness and 
increased irritability. Reading causes fatigue and pain and leads 
to headache ; and there is sensitiveness to light. Muscular in- 
sufficiencies occur. Visual memories are lessened. The hearing 
is Over-sensitive in many cases, and the patient is very intolerent 
of slight noises. This may be due to the general mental irrita- 
bility, and to expectant attention. These neurasthenic symptoms 
may be continued after recovery as the effects of mental habit. 
Hyperesthesia may be regarded as the first degree of sensory 
disorder and weakening. 

Paresthesia, or perverted sensation, may be considered as 
representing a second degree of sensory disturbance and change 
from normal feeling, 
these disorders include giddiness, vertiginous sensations, a sense 
of muscular relaxation, ete. According to Gowers, the afferent 
impressions constantly passing to the cerebro-spinal centres, fail 
to affect consciousness under normal circumstances. But repeated 
attention may vastly increase the sensitiveness of the perceptive 
centres to such impressions, and from such increase arise sensations 
of great discomfort, sometimes amounting to pain. In the case 
of an intelligent la’y whose conscientious efforts to disregard her 
ills stamped the description as genuine, there was, at times for 
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many months, a feeling “like a stream of pounded glass running 
down the spine into the pelvic cavity.” There may be perversions 
of the peripheral sensations, as pressure on the top of the head 
and of a band about it, a sense of expansion of the skull or as if 
it were empty. Feelings of flushing, both local and general, may 
occur, and numbrzess and coldness as alterations of the tempera- 
ture sense, etc., in different parts of the body. This and the sense 
of pressure are to be distinguished as special functions, differing 
from tactile sense. Creeping sensations, tinglings and formication, 
are common among the paresthesias. 

Anesthesia is the final degree of changed sensations, and may 
be partial or complete. For example, numbness of the hands 
and feet is not uncommon ; and there are limited anzsthesias of 
the tactile sense in various parts of the body, or this sense being 
retained, there may be analgesia as simply the loss of the sense of 
pain. The lowering of sensory activity in general, or diminished 
sensitiveness, has been observed. This is common enough to 
demand recognition as one of the characteristics of neurasthenia 
along with “excessive irritability ;” in both alike there is prob- 
ably a toxic influence, or its secondary effects. There may be 
limited areas of anzsthesia or hemi-anesthesia, particularly in 
hysterical conditions, although “hysteria is essentially a mental 
disease involving the emotional faculties and the will.” 

The importance of these altered sensations is very great for 
their diagnostic value and as a guide to treatment in neurasthenia. 
Such disorders of the sensory apparatus of the special senses, as 
is well known, Jead to the illusions and hallucinations, or disorders 
of sense-perception, in the graver degrees of the exhaustion of 
melancholia and mania. But the organic or common sensations 
are of fundamental importance, for, according to Ribot, “ As the 
organism, so the personality.” Taking the evidence of our bodily 
feelings, the sense of physical personality is the organized and 
coérdinated sum of its elementary factors. Persisting alterations 
of organic sensations are aberrations of the physical personality, 
or as Bertrand calls them, “the hallucinations of the sense of the 
body.” A man believes himself to be what he feels himself to be. 
He finds in the evidence furnished by the sum-total of his feelings 
the data for his judgments of himself. These sensorial alterations 
are doubtless expressions of more deeply seated disorder due to 
localized and limited derangements of the circulation. A limited 
central exhaustion and excitation may be accompanied peripher- 
ally by vascular irritability and disturbance. 
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The relation of these altered sensations to their mental effects 
has been considered, and something has been said of the converse 
effects of mental states, as to the emotional tone and attention, 
upon the physiological activities. The mutual influence of mind 
and body upon each other is of great importance here, as to the 
causation of the conditions manifested by these changes in the 
organic sensations. For example, Mossa has demonstrated that 
hyperemia of the brain is coincident with mental work. It is 
physiological that centres becoming inactive resume a normal and 
comparatively anemic state. The removal of the excess of waste 
that attends activity being accomplished by due periods of rest, 
the centres recover their normal condition, and work may be 
resumed on awaking from sleep. With over-work of the brain, 
and prolonged and probably localized hyperzmias, the exhausted 
vaso-motor apparatus becomes unable to control the blood-supply ; 
local and relatively chronic hyperemia in the over-exercised 
centres may follow and become pathological. In this state work 
may be continued by voluntary effort, but there is sleeplessness, 
and breaking down of the general health, The exhausted and 
poisoned brain, and nervous system generally, afford only a 
defective innervation to the various organs of the body; and the 
characteristic symptoms of dyspepsia, constipation, palpitation, 
and the like, appear, with all their sequele of altered sensations. 

Macfarlane* describes the symptoms of this condition of neur- 
asthenia as tolerably uniform,—sleeplessness being one of the 
most urgent, usually associated with throbbing blood-vessels and 
restless cerebration, dreams connected with the daily work, and 
the sleep obtained being disturbed and unrefreshing. The element 
of worry has been shown to be a prime factor in all these neuras- 
thenic conditions. It is especially noteworthy that Macfarlane 
mentions certain symptoms of present interest,—they are the 
most prominent signs of the earlier alterations of canesthesis so 
well studied by Ribot. The former says: “ Exhaustion and misery 
are felt in the morning ; depression, despondency, and irritability 
during the day. All mental and physical work is accomplished 
with an effort, concentration of thought is difficult, and headache 
is seldom absent.” 


Two Special Conditions Resulting from Changed Sensations.— 
The sensations, when localized and limited, may be estimated cor- 


* Op. cit., pp, 78-82. 
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rectly, while the more general and pervading ones cannot be so 
well corrected. There are two prominent conditions due to 
changes in these general sensations that are of the highest clinical 
importance in neurasthenia. 

The first of these conditions is “morning depression” or 
“morning tire.” It is sometimes called “ morning misery,” but 
the tire is the essential fact. Both the mental feelings and the 
common sensations are altered by increase of intensity, and 
measurably represent the truth as to the bodily condition, although 
they still appear contradictory and lead to mental error. For 
example, a patient having fairly comfortable and cheerful feelings 
during the latter half of the day and in the evening, sleeps more 
or less well till the early hours of the morning. But on awaking 
he is in the depths of depression. Instead of being refreshed by 
sleep, all his feelings of inadequacy, misery and hopelessness are 
then at their keenest. The physical signs of exhaustion are more 
manifest. The patient feels added alarm because the sleep has 
not done him good in the natural way. After breakfast he feels 
better, and by the middle of the forenoon his circulation is again 
active and steady and perhaps accelerated. The press of business 
and the daily interests are stimulating, and his nerve-cells, while 
probably giving out as much as they are taking in of energy, are 
evidently better nourished than in the nocturnal condition of func- 
tional inactivity. This symptom is significant by its daily recur- 
rence. It is among the leading ones of neurasthenia; and it may 
occur in all degrees, from the morning feelings of being un- 
refreshed, to a recurring sense of misery and despair that prompts 
to suicide. The physician should detect this symptom of morning 
tire and depression, which appears early in the disease, and should 
not be misled by the patient’s evening sense of comfort. The 
morning more nearly represents his true condition. 

This symptom of “morning tire” has long been observed in 
melancholia, but it is now being better explained as evidence of 
neurasthenia. The “mechanism” of these phenomena of “ dis- 
tressing awakening,” is most complex and involves the problems 
of the physiology of sleep, the rhythm of nocturnal rest and re- 
laxation and daily activity, and the “pathology of night,” of 
which interesting studies are of late being made.* A valuable 
bibliography of the subject is given by Ch. Féré.¢ Broadbent f 


*See Macfarlane, Lancet, Vol. I., 1891, p. 824. 
+ Art, Pathology of Night. Brain, Oct, 1889, p. 308. 
+ The Pulse, p. 76. 
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says: “It is in the early morning that depression of spirits is liable 
to be at its worst in nervous debility, so called; or there is the 
morning headache which is relieved by the bath and breakfast, or 
wears off as the day advances; or the subject of this affection is 
more tired on waking up than on going to bed.” Haig* says he 
has “no difficulty in proving that it is just in these early morning 
hours that the excess of uric acid in the blood is greatest, and its 
effects on arterial tension most marked.” Uric acidemia in its 
relation to disorders of the circulation, and to irritability, languor, 
and depression, certainly invites careful inquiry. 

The significance of these tired awakenings is very great, as a 
symptom of morbid sleep which may be due to a variety of causes, 
involving particularly the weakness of functional power, through 
its exhaustion or annulment by toxic influences as in neurasthenia. 

The other special condition is that of anesthesia of the sense of 
Jatigue. It results from altered organic sensations; and the truth 
as to the bodily state is obscured by the change or absence of 
certain data of sensation that go to make up a man’s judgment of 
himself. The indications are paradoxical and misleading. 

In the example of morning tire just mentioned the excessive 
work and worry might go on with increase of cerebral or general 
exhaustion; also the misery of the morning might be continued. 
Then a strange phenomenon may happen. The patient, who has 
before complained of his fatigue, now says he does not feel tired. 
He may have no definite sensations of inner discomfort from the 
dyspepsia, constipation, etc., although the general miserable feel- 
ings will continue with lessening or disappearance of the evening 
recuperation. Still, he claims that he is not tired,—that there is 
nothing the matter. His attention is more and more concentrated 
upon the objects that have habitually interested him, or upon his 
morbid ideas, with lessening power to turn from them. Thus the 
process goes on in its vicious train. 

This is one of thecommonest of all symptoms and often appears 
early and in slight degrees. It represents the descent of the pa- 
tient’s condition towards the depths of nervous exhaustion, and to 
a point where the sensory power itself is materially lessened. The 
patient, previously guided by the sense of fatigue in desisting 
from effort, has now lost his guide,—his natural feeling. He can- 
not believe his physician or his friends that he is cver-tired. He 
is conscious of inefficiency, mental and physical; and he feels 
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added self-reproach because he cannot accomplish what he’ ought 
when he does not /ee/ sufficiently ill or fatigued to justify relaxa- 
tion from duties that are pressing, or seemsotohim. The stimula- 
tion of change, travel, etc., is often prescribed when there is this 
fictitious appearance of the patient’s ability to bear it. Tired 
women will carry on their domestic duties by “* working on their 
nerves,” or walk for miles without natural fatigue, seeking health 
in “exercise” when it is most damaging. This symptom comes 
out most clearly in cases that have advanced, or descended, to 
melancholia, but it is a true index of the neurasthenic state in all 
its stages, and has its lesser forms in many of the milder cases. 


In the extreme cases the lifting up of such patients from the 


depths of exhaustion is a most interesting process to watch, when 
they “come to the sense of feeling.” If previously agitated, 
restless and apparently unfatigued, they grow more quiet ,—some- 
times they take to their beds with a profound sense of weakness. 
They say they feel worse, and are alarmed as well as their friends; 
but they are really better. This is a distinct stage in the upward 
progress toward recovery. 

The conditions of melancholia, in its most neurasthenic stages, 
are among these in which this symptom of change of the sensa- 
tions that go to make up the sense of fatigue is most 
plainly declared. In one class of cases there are the con- 
ditions of diminished sensitiveness, dulness or languor, affect- 
ing in different: degrees both sensory and mental activities 
even to the degree of apparent or real stupor, in which 
the motor paresis is so striking a symptom. There is in these 
cases a manifest consistency in the presence of a blunting effect 
upon the sense of fatigue. It seems consistent enough also in that 
class of cases in which there are the associated symptoms of men- 
tal agitation, irritability and restlessness as manifestations of 
hyperesthesia that are continually prompting the patient to motor 
activity,—just as analgesia may exist with a hyperssthesia which 
itself is attended by a diminution in delicacy of touch. It is of 
course true that the attention plays its part in the matter,—the 
attention being occupied by intensified ideas and emotions either 
of pleasure or of pain, there may be, for the time, an uncon- 
sciousness of the sense of fatigue that might be felt if attended 
to; so it is in hypnotism, or when contusions are not perceived in 
a foot-ball scrimmage, or even fatal wounds in battle by men who 
jive long enough to tell of them. But this fact does not militate 
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against the validity of clinical observations and confessed exper- 
iences in the cases of many intelligent patients in whom the con- 
dition is of long continuance. Inthe extreme cases of agitation 
and restlessness, as is well known, the patients will walk and walk 
by the hour, sleep fitfally, turn in their beds or leave them many 
times, often restlessly changing their positions by day and by 
night. Like symptoms of restlessness are observed also in many 
cases of neurasthenia without the full array of mental symptoms 
requisite for a diagnosis of melancholia, but both these classes of 
patients often declare the absence or blunting of the sense of 
fatigue. 

This phenomenon appears in cases presenting such early 
stages as those described to illustrate the genesis of pathological 
fatigue. There is evidence of this peculiar symptom in the 
graphic statement, quoted from the physician who felt excessive 
tire and the “letting down of spirits” as soon as his work was 
reduced to one third of that he had just previously been doing. 
All the conditions of the “fatigue” were undoubtedly present 
before the “letting up of work” in which the exciting stimula- 
tion to activity possibly created peculiar toxic products which ob- 
scured the real condition. At all events, in such conditions as 
these and the equally common experience of the “second-day tire,” 
there is that state of pathological fatigue which is marked by a 
notable absence of a due sense of tire. It is certainly obvious, 
as a physiological fact, and asa clinical observation, as in the illus- 
trative cases, that the degree of bodily and mental fatigue is not 
measured by the feeling of it. It is one of the most familiar of 
all familiar facts that men and women are continually over-doing 
themselves without knowing it. When a condition of pathological 
fatigue is established, this anzsthesia of the sense of fatigue, in 
some degree, becomes a part of the general condition. It is im- 
portant to recognize it,—to give it a name,—to teach the pa- 
tient to understand it,—and then the great value of its recognition 
as a diagnostic guide to treatment will appear. Knowledge of it 
also has often the happiest effect upon the patient in gaining that 
condition which Mitchell sought before the rest treatment could 
be begun,—“ the absence of thought with the friction of worry 
which injures.” The patient being at fault in attempting to judge 
of himself by his altered and blunted sensations, is always 
alarmed at the mystery of his anomalous and contradictory feel- 
ings. With the feeling of inadequacy from a sense of abated 
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motor power there is exhaustion also of sensory power. An in- 
telligent patient always understands when told that there is tire, 
not only in the power to do things, but in the power to feel the 
tire. An apparent mystery is readily cleared up by this explana- 
tion, because it so fits the facts of the patient’s experience. Then 
he can see the force of the rule that he must limit his exercise by 
quantity and time, and not by feeling. 

In the wide range of conditions from the milder to the severer 
stages, they are constantly presenting paradoxical phenomena, as 
they may well do, when the one neurasthenic cause is the basis 
alike for anzsthesia and hyperesthesia and all their attendant 
trains of symptoms which are apparently so contradictory. Not 
in all cases does this anesthesia of the sense of fatigue appear, 
nor always in like associations with other symptoms. There are 
different classes also according to temperament, character and 
habit. Women with the ‘“New-England conscience” need 
always to be held back against over-effort, and to early effort in 
all stages of the disease, particularly of convalescence. Whether 
or not in the course of the neurasthenia there has been a middle 
period of melancholia, or the like, the principle is always the 
same. Then in such cases,.in the condition of relative comfort 
and exhilaration which makes the delight of the period of con- 
valescence, there is always danger of over-exertion. The sense of 
fatigue not being fully recovered, it is at one time felt and again 
lost as a sequence of some indiscretion in exercise—some over- 
stimulation of emotion, either pleasurable or painful. This is 
the time for the greatest caution. But when at last the patient 
feels naturally tired, even though upon moderate effort, and can 
appreciate the restfulness of repose, then is convalescence assured 
if conducted with care within the limits of the recovered energy. 

This analysis and estimate of the clinical manifestations of 
neurasthenia go to shew how gravely significant and dangerous is 
the condition which is represented by the symptom of diminished 
sensitiveness, or anzesthesia of the sense of fatigue. Immediately 
concurrent with the induction of pathological fatigue, with its 
dual elements of diminished energy and auto-intoxication, almost 
the very first effect of these is to begin the annulment of the 
sense that prompts to the conservation of nervous energy. When 
this peculiar and very common effect is produced, the greater the 
exhaustion the less the direct sense of it through the normal chan- 
nels. The patient vaguely feels a lessened adequacy to effort of 
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body or mind,—a lowering of the emotional tone,—many sensa- 
tions of misery as emphasized in the morning tire,—much irrita- 
bility and restlessness,—and often the changes characterized as 
hyperesthesia, paresthesia and anesthesia; in like manner there 
is alteration of the sense of fatigue, in some of its complex 
elements. 

There is another class of cases in sharp contrast with the type 
just described. They have usually been long ill and have de- 
veloped secondary conditions. Rest being at last enforced, by the 
completeness of the break-down, or becoming a habit by indul- 
gence, the rest treatment is sometimes carried too far, probably, 
beyond the point where exercise should begin. This is a point. 
difficult to determine, but the positive gaining of weight is a good 
guide. But in the condition of the prolonged “ bed-cases,” or in 
the relapsing cases, there is likely to come, when they grow fat 
and when they do not, a state in which fatigue is keenly felt. As 
an extreme manifestation of this is the inability to sit upright, to- 
hear reading or talking, etc.; even the slightest muscular exertion, 
as the raising of an arm, is distressing, and there is great sensitive- 
ness to sound or light. There is not only “horrible depression” 
upon slight exertion, but a “terrible exhaustion.” The quickened 
pulse, palpitation, change in color, etc., are physical signs in proof 
of great weakness in such cases. This appears, indeed, like 
hyperzesthesia of the sense of fatigue in some of its complex 
elements ; but when these cases are led to convalescence, it is long 
before the natural sense of fatigue, and resistance to its quick 
disturbance, is recovered. With the dyspeptic aversion to food, 
the weakened power of assimilation of what is taken, the dis- 
couragement of many relapses, and all the effects of habit, these 
cases are difficult enough. 

The mechanism of the sense of fatigue is obscure, as is the com- 
plexity of its origin. The difficulty of distinguishing between 
the central nervous fatigue and the peripheral fatigue of muscles 
has been noted. The central sense of innervation, and of the 
need of increasing effort with the increasing fatigue, would seem 
to be necessarily an element in it. But this very mental activity 
of brain cells is assumed to yield, along with waste products and 
work, the organic sensations of fatigue. Again, the same is true 
of the muscular sense, or sense of weight, as affording sensations 
of work being done, of exhausted energy, or of disability of con- 
tractile power. But the muscular sense is said to belong rather 


‘ 


240 THE MECHANISM OF INSANITY. [ October, 


to the special senses, and we see it still acting normally in the 
cases of pronounced fatigue-anesthesia, when there is no marked 
ataxic change of muscular coérdination, even in very restless and 
irritable cases. Is it, indeed, but a question of the degree of al- 
teration of the muscular sense? With doses of alcohol, ether, 
and the like, we may first blunt the sense of fatigue, then 
more and more the sense of weight, even to its annulment as the 
necessary element in codrdination of muscular movement, and the 
result may be the ataxy of intoxication. In the transitions be- 
tween these first and last stages of changed sensations, as the 
effect of one and the same poison, does the common phenomenon 
of the anesthesia of the sense of fatigue in neurasthenia represent 
but a first stage as a peculiar effect of some special poisoning ? 
We have not as yet, in the study of these pathological conditions, 
the data of experimental study to demonstrate the mechanism of 
this symptom. But we have certainly the final fact of its clinical 
manifestation, and it stands the test of the practical application of 
this explanation of it, 

With this additional study of these alterations of organic sen- 
sations, the way is prepared for a characterization of them in a 
summing up of the symptoms of neurasthenia. Three orders of 
these symptoms have been set down; the fourth order should 
therefore include those relating to the alterations of sensitiveness, 
both in the direction of anzsthesia and hyperzsthesia, and should 
present the conclusions drawn from this last analysis and estimate 
of them. It was previously shown that, in these alterations of 
sensitiveness, there is included a prominent condition other than 

. the excessive irritability. It is the physical lassitude and languor, 
and motor weakness, pointed out by Brunton as suggesting 
curare-poisoning. This has its counterpart also in the condition 
often observed in melancholia when the mental state is characterized 
as one of stupor, which it simulates. In neurasthenia there are 
often simply lesser degrees of this lassitude and languor. All of 
these symptoms have certain objective manifestations, but the 
following statement includes, in their four orders: 


The Subjective Symptoms of Neurasthenia.—1. Depression of 
spirits,—lowering of the emotional tone and a sense of ill-being. 

2. Decrease of the power of voluntary attention (reflex atten- 
tion), and sometimes of memory; a sense of inadequacy of effort. 

8. Morbid introspection, retrospection and apprehension 
(worry, hypochondria), 


{ 


4. Diminished sensitiveness, dulness and languor (anesthesia); 
irritability and restlessness (hyperaesthesia). 

These minor orders of symptoms go to make up a symptom 
group that forms a clinical picture of neurasthenia, to which may 
be added the more obvious objective signs, covering the elements 
of many possible variations of its forms. The sources and mech- 
anism of each order of symptoms have been studied, and this 
should furnish the data for a precise definition of the disease. 
That of Dana already quoted, as well as others, is limited to the 
specification of the excessive irritability and weakness. There 
should be included the element of languor that represents the 
fundamental element of toxic blunting of sensitiveness; and 
while this, and the specification of excessive weakness and ir- 
ritability, imply a mental element, the prime importance of it as 
early recognized by Beard and Mitchell, is not adequately noted. 
On the basis of the foregoing summary of symptoms the amended 
definition may be written as follows: —Neurasthenia is a morbid 
condition of the nervous system, and its underlying character- 
istics are excessive weakness, and irritability or languor, with men- 
tal depression and weakened attention. 

The treatment of neurasthenia, in its adaptation to the clinical 
observations of its phenomena through its various phases, affords 
corroboration of the principles already set forth; and it presents 
some considerations that may aid in elucidating this view of the 
mechanism of these and the graver degrees of nervous weakness 
as seen in ordinary insanity. In other words, the philosophy of 
the treatment, as a practical matter, helps to make clear the 
nature of the conditions with which we have to deal. 

The objective indications may be passed over, for the present, 
with the statement that elimination is logically a prime element in 
the treatment, in view of the accumulation, in the body, of toxic 
materials. The other requisites are nutrition, rest, exercise, always 
kept within the limits of fatigue asthe golden rule in neurasthenia, 
massage and sleep. Seclusion is important in some cases, but this 
is more particularly addressed to the mental state. The relation 
of these measures to the conditions treated, and the observed 
effects, are sufficiently obvious, as being in accordance with general 
therapeutic principles. 

The subjective symptoms, in certain particulars relating to the 
variations observed in them under different conditions, have a 
special significance. In the study of this group of symptoms, we 
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have first to take into account what the patient says of his bodily 
condition; his appreciation of it may be mainly correct and 
corroborative of the the physician’s observations of the coincident 
physical signs, or may be interpreted as consistent with them. 
But when we take into account also what the patient says of his 
mental feelings, and try to determine what his mental condition 
is, there is greater need of correctly understanding them. 
We have seen how the normally correct appreciation of the “sense 
of body” is qualified in the well; and how with the onset and 
increase of pathological “fatigue” there is an increasing impair- 
ment of appreciation, requiring interpretation by the physician. 
We have seen also how the impaired and altered “sense of body,” 
and special senses as well, in respect to the group of subjective 
symptoms just mentioned, affect the strictly mental indications. 
All can agree as to the symptoms of neurasthenia being mainly 
subjective ; and as to the fundamental facts of irritability and 
languor in mind and body,—and of mental depression and weak- 
ened control. Our study of the mechanism of these alterations 
of mental activity leads us to see clearly the significance of such 
effects, and that “the higher mental states are the sensitive indices 
of the lower physical changes,” affording us the truest guides to 
diagnosis and the need of treatment. 

The subjective symptoms, with a correct interpretation of 
mental states, are the chief guides to diagnosis and treatment. 
They give the earlier and finer indications, for they always exist 
when there is neurasthenia; they are often present, and com- 
plained of, when there are no clear objective signs. The para- 
mount importance of recognizing the mental condition becomes 
plain because it has to be treated from first to last; there is often 
no guide but this. Even when all objective signs have for some 
time disappeared, in the progress towards recovery, there can be 
no assurance of it until the patient can say that there is perma- 
nent freedom from the depression, irritability, or languor of 
feeling, and that he has acquired the power to control his own 
mind, and his natural force is not abated. The most critical 
periods of the progress when the danger of relapse is greatest, 
are when the only guides to the limits of fatigue are the subjective 
and mental symptoms,—what the patient feels and thinks as to 
his own condition. But that itself does not guide,—it is contin- 
ually leading astray the patient and often the physician. The 
true guide is to know what it is that makes the patient feel and 
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think as he does. A correct knowledge of the working of the 
mental elements is essential to put the physician into a proper 
and controlling relation to the case. 

The application of these principles, and the correct analysis and 
interpretation of the symptoms, make clear the reasons for the 
different modes of procedure required. These may be broadly 
distinguished as suited to two general groups of indications rep- 
resenting the first-effects, and the after-effects of the neurasthenic con- 
dition. Among the first-effects, or those attendant upon the active 
operation of the neurasthenic influences, are the direct and im- 
mediate results of excessive expenditure of energy, deficient re- 
pair, toxic effects, etc.; these may represent the formative stages. 
of the supposed “molecular or chemical variation” that is 
manifested as “an exhausted or changed nutritional power.” 
Among the after-effects these changed conditions become more 
pronounced ; the expenditure of energy may be greatly lessened, 
but it is limited by its relation to weakened assimilation; the 
toxic elements may have been largely eliminated, though some of 
their effects remain; the condition is more strictly one of “irrita- 
ble weakness,” and all the secondary effects of morbid habit and 
association are in full force. The neurasthenic condition as modified 


by after-effects presents a materially different problem as to mental 
treatment. 


In the early and active stage of neurasthenia, the problem is a 
relatively simple one for the analysis and interpretation of the 
mental symptoms as a guide to treatment. The history of the 
case should make it easy to distinguish the four orders of the sub- 
jective symptoms, and to trace their development. Take for ex- 
ample the case of the physician whose account of it was quoted, 
in a previous page, from his letter. At the closing of a busy year, 
while still duing very active work, he felt that it required greater 
effort ; he could not help worrying unduly; there were threaten- 
ings of the sciatica to which he had been the most subject at that 
time in the year, and he sometimes felt considerably fatigued. 
After three weeks of greatly lessened work, the four orders of 
symptoms were more plainly revealed; there was (1) “a letting 
down of spirits;” (2) lessened control over his worry; (3) the 
worry was consequently increased, and there was (4) an altered 
“sense of body,” shown in nervous irritability and languor, and 
excessive sense of fatigue. The condition being further inter- 
preted, there was more real “ fatigue,” but it was concealed by a 
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fatigue-aneesthesia when he was still active, then later when he 
felt it more keenly after partial rest. In other words, he was 
really better when he felt worse,—he was recovering his sense of 
fatigue. This was proved by-the sequel: in the fourth week, 
with no change in affairs, etc., and no treatment other than the 
comparative rest, he was feeling much better, was changed in 
appearance, had recovered his cheerfulness, and began his summer 
vacation with better zest than for a long time before. 

In another case, a lady engaged in clerical work had for three 
months an increasing tendency to aching and a sense of pressure 
in the head, and to waking early in the morning; she would not 
confess to “tire in the morniag,” but said she felt “ worse” then; 
she worried, feit the need of greater effort to begin her daily 
task, but “could work faster” than before, and being conscious of 
not feeling well, she expected a short vacation to restore her 
strength. On returning to duty, the work seemed very difficult 
and not half done on the first day, and impossible the next, from 
weakened mental control; the insomnia, worry, etc., greatly 
increased, and a prolonged rest with careful treatment had to be 
ordered. She knew she was “running down,” by failing appetite 
and loss of weight. Otherwise, there was little in either of these 
persons besides the subjective symptoms to call attention to the 
neurasthenic condition ; neither was it appreciated by them until 
there was lessened stimulation by work to be done. The four 
orders of symptoms were plainly shown in the last case; their 
earlier recoguition would have clearly guided treatment obviously 
necessary to have saved the patient from so dangerous an approach 
to a serious mental breakdown. This applies particularly to the 
fourth order of symptoms,—to the fatigue-anzsthesia, and the 
deceptive facility from irritable weakness, that enabled the patient 
to “work faster,” thus increasing her danger. In the more ad- 
vanced cases, the mental indications, as ftirst-effects, are clearer, 
and their analysis easier. Their value as guides to treatment 1s 
more readily apparent, pointing to their origin in organic inanition 
and auto-intoxication as the double cause of the ‘ fatigue.” 

The after-affects of the neurasthenic condition present modify- 
ing indications that have to be met in the plan of treatment. 
These are seen in the later stages, either in convalescence or 
chronicity. The significance of the symptoms, in this regard, has 
been pointed out. For example, one who has regained some 
reserve of nervous energy, and maintains a fair degree of comfort . 
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when effort is kept within his limits of fatigue, may be prompted 
by desire, or a sense of duty, to over-exertion. The undue quick- 
ness of response to the stimulation of interest and attention is to 
be recognized as an evidence of the irritability of unstable weak- 
ness. ‘The apparent ease and zest of the effort is not due to real 
power, but there is a speedy blunting of the sense of fatigue. 
The reaction of exhaustion and mental misery that come as after- 
effects are not to be interpreted as the patient feels and thinks, 
but as precise manifestations of—(1) changed organic sensations 
shown in a lower emotional tone and ‘“ hopelessness,”—(2) the 
decrease of the mental power of control in weakened attention,— 
(3) worry, self-reproach, and apprehension as simply signs of a 
relapse of the “fatigue,” the limits of which were exceeded in 
breaking the rule of treatment. The fundamental weakness is 
shown, from the beginning of the event, in (4) the susceptibility 
to stimulation and quickly changed sensations, followed by in- 
creased exhaustion and irritability. 

Such an analysis of a later stage of neurasthenia reveals the 
four orders of symptoms as we may observe them in a case under 
proper treatment, in which there may be a measurably effective 
elimination, but defective assimilation still remaining, and there- 
fore yrolonged inanition. The irritable weakness is more char- 
acteristic, and the indications for treatment are all the more 
significant. The whole matter comes, in fine, to this:—the con- 
dition is one of deficiency of nervous energy,—the problem is to 
effect a re-storage of that energy. It is a part of the process 
that the power to do things can only be maintained or regained 
by the doing of them,—by the law of use and disuse. But the 
patient must always be “kept within the limits of fatigue” dur- 
ing treatment, through convalescence, to established recovery. 

It is in these later conditions, those of the after-effects, 
that the advantage of intelligent codperation on the part 
of the patient becomes very evident. One of the chief 
reasons for the need of this is that his sense of effort and of 
fatigue has not yet become’ normal, and he must be carefully 
guided by his physician. The patient must be taught to make a 


correct interpretation of his symptoms, and learn finally to be his 
own guide as to the limitation of effort. One cannot “go by 


” 


feeling,” whose power to feel is itself disordered, and this lesson 
once learned has a therapeutic value by leading the patient to “go 


by judgment.” But his attempts to do this often show that it is 
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precisely because of weakened attention and intensification of 
morbid feeling that the better and often accepted judgment can 
not be held. 

The foregoing consideratons apply particularly to the large class 
of patients that have to be systematically “held back” in all stages 
of the neurasthenic conditions. In the opposite class of cases 
that require urging to effort, when the proper time comes, there is 
revealed more plainly another modification that is common to all 
cases in the condition of after-effects, and it always introduces 
great difficulty into the treatment. It is the effect of the laws of 
use and disuse,—of practice, habit, and association. The long 
continuance of disordered activity has created a “ functional dis- 
position to repeat organic processes” in a morbid way, and it has 
been shown how this involves a like association of morbid ideas 
and feelings, 

The “ functional disposition” may work to good or bad results. 
In either case the principle is the same,—the law of use and prac- 
tice rules. To overcome a harmful “disposition” to repeat or- 
ganic and mental processes is exactly to re-acquire good habits 
by the practice of them. Hence it is that the power to do things 
comes by doing them, and by gradually gaining the effects of 
practice. Small beginnings are necessary in these cases of neu- 
rasthenia. It is the persistence of repetition that is efficient. In 
the condition of first-effects there is lack of power, and it is plain 
that there is no place for heroic methods of breaking up morbid 
“ dispositions ” and habits. More harm than good is likely to be- 
done by dominating methods unless based upon a clear insight. 
But forceful measures may sometimes be wisely used; it is only 
when power is sufficientiy restored that such measures are justifi- 
able as against morbid habit in the after-eftects. 

The management of these cases that require urging to effort is 
always difficult; there is here the greatest need of a correct inter- 
pretation of the symptoms. It is the rule that “exercise should 
always be kept within the limits of fatigue,” and we know that the 
guides to those limits are very obscure. It is equaliy the respons- 
ible task of the physician not to overdo his duty, in the cases 
that have to be held back, and in those that have to be urged to 
effort. It is precisely in the extreme cases of the latter class,— 
what Mitchell would call the “ vampire” type,—that the greatest 
discretion must be used. Such patients are often the victims of 
morbid association-habit and a self-indulging egoism; under the 
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spur of a seemingly perverse interest, they will sometimes make 
unwonted and extraordinary effort. We must realize that this may 
be done without a concurrent sense of fatigue, which may come 
later in areal and most painful way. Then the patient has a new 
argument to sustain her self-deception that all effort is bad; and 
even the physician is sometimes put at fault if his heroic measures 
are not successful. 

We often ask ourselves, in all cases requiring enforced effort, 
what are the “limits of fatigue”? It is perhaps the clearest 
guide in such cases that “exercise” may be pressed with safety 
while the fatigue of it is felt, even sometimes to the degree of 
painful ¢ive when comfort is restored after a due period of rest. 
It is the limits of pathological fatigue that are not to be entered 
upon, and of this due warning is given by the signs of fatigue- 
anesthesia. The rule should then be that exercise should always 
be kept within the limits of pathological fatigue. This applies as 
well to the graver cases of neurasthenia presenting mental 
symptoms, when the progress upward toward recovery reaches the 
degree where normal fatigue is felt. In such cases, after the 
symptom has been left behind that technically differentiates 
melancholia, it is neurasthenia the rest of the way to health. 

These considerations derived from the clinical observation of 
the treatment of neurasthenia, show how the principles here set 
forth are put to the test of their practical application. The truth 
of the principles themselves is thus made clearer. It is to be seen 
also that while, according to Krafft-Ebing, psychiatry “ seems 
almost exclusively dependent on itself, and limited to the direct 
observation of psycho-pathological phenomena,” there is a close 
relation between these and known physiological activities and their 
laws. We may see the force of his injunction to pursue a “ tireless 
observation of clinical phenomena,” and that “the course of 
the processes in the psychoses are discovered through observation ” 
as in any other disease; also that an “empirical valuation” of 
these phenomena may enable us to “draw conclusions as to the 
kind and degree of the functional disturbance of the psychical 
organ.” 

This study of pathological fatigue in various manifestations has 
revealed evidence as to the causation of definite mental symptoms, 
in their genesis and development. In the course of this discussion 
the alliance between neurasthenia and melancholia has been made 
prominent in support of the proposition that the latter is mani- 
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fested by a group of symptoms which respresent simply graver 
degrees of nervous exhaustion, in somewhat diverse forms, than 
those which constitute neurasthenia. This alliance will be made 
plainer by a consideration of their differential diagnosis. 


DiaGnosis oF NEURASTHENIA. 


Neurasthenia being regarded as a condition of the nervous 
system, manifested by functional disorder and without structural 
changes being as yet demonstrable, and presenting symptoms of 
so many variable phases, its determination as a disease is peculiarly 
limited to the method of exclusion, It is not only a direct result 
of stress and wear on the one hand, but it is so constantly 
secondary to debilitating influences of all kinds,—the “general 
debility ” of our fathers in medicine,—that it has often to be 
differentiated as being the remote and not the immediate effect or 
symptom of some antecedent disease. In other words such a 
disease may pass away and leave the nervous symptoms to con- 
tinue as if somewhat by habit. On the other band, it is the 
initial condition and often the sole basis of a great variety of 
symptom-groups, which are framed into pictures of ‘clinical 
entities;” it must therefore be differentiated from those disorders 
of the nervous system in which something has been added to the 
simple neurasthenia, of graver functional disturbance and perhaps 
of definite structural change. 

Neurasthenia often stands as a middle term between general 
etiological conditions and nervous disorders, It simplifies and 
clarifies the view, to regard neurasthenia as the common etiological 
and initial term to many varieties of symptom-groups, and even 
of definite nervous diseases, about which there is so much con- 
fusion as to their etiology. This is peculiarly true of mental 
diseases with which we cannot yet get beyond a classification of 
symptom-groups. 

The nutrition of nerve-cells being primarily at fault, toxic 
influences being always primarily present, central disorder of the 
nervous system being usually manifested by the earlier symptoms, 
and cerebral exhaustion through mental strain being one of the 
most common forms, the diagnosis must often be made solely 
upon the subjective and mental signs. This may be done early 
enough for prophylaxis in many cases. Any notable and persist- 
ent alteration from the natural manner and appearance, indica- 
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ting a lowering of the emotional tone, in persons otherwise in 
apparent good health, suggests inquiry as to the cause of the 
abatement of natural vivacity and the lack of the usual mental 
control manifested by unwonted irritability of temper which may 
be confessed. These premonitory indications are of the most 
practical value. Active professional and business men who do 
much brain-work and incline to sedentary habits, women under a 
monotonous strain of domestic life or subjected to special mental 
anxiety and grief, or the indolent who suffer especially from 
functional disuse and defective elimination, all, at times, are likely 
to experience these mental signs of “fatigue” and toxicity. The 
primary order of symptoms being present, and the causes con- 
tinuing, some of those of the other three orders that have been 
specified will soon be manifest in some slight degree, and be more 
or less slowly developed. The study of the genesis of these 
subjective symptoms and their nature as summed up in the fore- 
going section, may serve to show how their natural order of 
development affords a method of analysis that is an aid to 
diagnosis. 

Neurasthenia should first be differentiated from the antecedent 
conditions, with a discrimination of its immediate and remote 
causes, This demands a determination, as far as possible, of the 
nature of the inanition and the auto-intoxication, whether partial 
or general,—and, otherwise, the study of the “mechanism” of 
the symptoms. This implies, at the outset, a careful study of all 
the objective symptoms by the usual methods of diagnosis. 
Their character as due to neuroses must be established as at least 
probable, to the exclusion of organic diseases of the nervous 
system, although these may still have a neurasthenic basis that is 
amenable to treatment. The inquiry is then led into the central 
“ weakness,” the diagnosis of which points out the need of general 
treatment rather than of medication for the localized disorders. 
The objective items of the most practical diagnostic importance in 
this regard are of two classes, and pertain to the elimination of 
toxic waste products, and to the processes of repair by nutrition 
and toxic influences. 

The way is now clear for a further differentiation of the sub- 
jective or mental symptoms to determine the diagnosis and 
prognosis with respect to melancholia. It must be remembered 
that many cases of melancholia have no more than the four orders 
of symptoms,—no delusions, and. no essential impairment of 
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integrity of the reasoning power ;—it is a question of degree. On 
the other hand, very pronounced manifestations of these orders of 
symptoms, more than in some of the cases of melancholia, will not 
truly bear that diagnosis, although the underlying organic con- 
ditions are of the same nature in both these types of cases. 
Difficult as it is to draw the line between ‘nervous prostration” 
and melancholia, the mental symptoms are the basis of the differ- 
entiation, and the crucial test may perhaps be best stated as a 
question of the degree of impairment of the higher power of 
inhibitory control,—-the weakening of the voluntary power exercised 
through the attention. But the attention in these conditions be- 
comes more and more subject to the emotions,—to the control of 
the painful motive interest. There may come a time in these con- 
ditions when painful ideas become so dominant, because of the 
inability to inhibit them, as to endanger the patient by promptings 
to suicide. Then we unhesitatingly say, it is melancholia, and that 
there must be medical restraint. But in many cases the true con- 
ditions of melancholia are established before this symptom comes. 
It is a matter of temperament, education, training, “habits of 
thought,”—there are those who withstand to the last degree the 
nervous exhaustion, the misery of mental pain, the profound de- 
pression of feeling, and the terrible temptation to seek relief 
through “the open door.” But many are weak in will and 
inhibition, and yield early to specious reasoning and the bias of 
the emotional tone, for whom recovery would be as sure as from 
other forms of functional weakness. But this bias of emotional 
tone, which more or less influences all alike, may depend exactly 
upon those alterations of the “sense of body” which annul the 
instinctive love of life, thus technically establishing the diagnosis 
of melancholia. The differential diagnosis of neurasthenia and 
melancholia, then, depends upon an estimate of the degree of 
nervous exhaustion with reference to the mental symptoms, par- 
ticularly as to depression of feeling and weakened inhibition. 
This estimate must include a judgment of the individual as to 
character, and of the probable continuance or increase of the 
alteration in the organic sensations as affecting the natural instinct 
of self-preservation. Such alterations become the basis of a fifth 
order of symptoms which complete the symptom-group that con- 
stitutes a typical melancholia. It will be said that there may be 
a condition of true melancholia without this fifth order of symp- 
toms. Such a condition is one in which there is always reluctance 
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and often difficulty, in undertaking to make a differentiation 
between neurasthenia and melancholia; it is indeed the difficulty 
of drawing the line between sanity and insanity. If, then, with- 
out this fifth order, the morbid condition is admitted to be a true 
melancholia, we must regard it at the same time as an intensified 
neurasthenia with its four orders of symptoms. With the devel- 
opment of the fifth order,—which includes the suicidal impulse,— 
in the sequence often clinically observed, the diagnosis is then 
clearly established. 

The physical or objective signs do not affurd a good differential 
guide as between neurasthenia and melanchvlia. The latter may 
exist without more pronounced symptoms of general debility, 
disorders of digestion, and other characteristic signs, than are 
common to neurasthenia, although they are often seen in melan- 
cholia. 

The two special conditions of morning tire and anesthesia of 
the sense of fatigue have been described as of the highest 
diagnostic value in respect to the neurasthenic condition. They 
do not afford differential indications, however, except that these 
symptoms are usually more pronounced in melancholia. It should 
be noted that morning tire is common as a transient symptom 
after excesses in dissipation or in over-work, but it becomes 
significant in neurasthenia by its more or less persistent recurrence. 
The fact that these two striking conditions are common to neu- 
rasthenia and melancholia goes to prove their etiological unity. 

Hypochondria may be differentiated as being subject to the 
principles just stated in so far as that it is a milder, or a sub-acute, 
melancholia, in which the patient has peculiar worries over his 
own bodily ills. . 

“ Insistent and fixed ideas” include a great group of affections 
that have a peculiar relation to neurasthenia. The discrimination 
of these relations, and the influence of these groups, one upon the 
other, is of great interest and importance; the understanding of 
both is aided by their differentiation. But the discussion of this 
subject will have a more appropriate place in a special section 
devoted to the consideration of these disorders of ideation, in the 
next chapter. 

In concluding this, the third chapter of these studies, it may be 
said that the endeavor has been, first, to pass in orderly review 
the elementary activities of the organic mechanism, in its normal 
condition, together with the commonly observed effects of their 
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normal action; and second, it being considered that it is certain 
disorders of the mechanism that constitute insanity, these have 
been studied in their genesis and initial forms as being varied 
manifestations of neurasthenia. The basis has now been laid for 
the presentation of additions to the symptom-group already formu- 
lated, or for its further modification otherwise, according to the 
changed conditions in the organic mechanism. These changed 
conditions are manifested as melancholia and mania, etc., in their 
ordinary forms, as disorders that are regarded as curable so long 
as they have not passed the stage of functional derangement. 


| 


CLINICAL CASE. 


RECOVERY FROM MELANCHOLIA FOLLOWING PLEURISY.* 


BY J. M. MOSHER, M. D., 


First Assistant Physician, St. Lawrence State Hospital, Ogdensburg, N. Y. 


Except the few instances which defy explanation and are 
recorded as the curiosities of psychiatric literature, recoveries 
from insanity due to intercurrent physical disease, fall naturally 
into two groups. In one group are the patients in whom res- 
toration of mental health follows shock, presenting in this 
reaction an analogy with the physical disturbances in the sane 
due to strong emotion. Dr. Labruyére’s case of recovery from 
melancholia of several years’ duration, after a severe bodily 
injury, is an illustration. His patient was extensively wounded 
by machinery about the head, face,-and arm, the bones of the 
cranium were fractured and the brain partially exposed. Men- 
tal improvement was coincident with the process of cicatrization .t 

Not less remarkable is the case reported by Dr. Allison, in 
which recovery twice followed separate fractures of both thighs, 
the first after a course of turbulent insanity of eleven years’ 
duration.t 

The second group comprises recoveries attributed to altered 
conditions of the blood, or to the presence in the blood of toxic 
constituents. Analogous conditions in health are the artificial 
mental states produced by drugs, as the sudden insensibility of 
prussic acid, the languor of opium, the busy restlessness of 
belladonna, mania of alcohol or erethism of Indian hemp. The 
so-called metastatic insanities belong here, as well as the insani- 
ties cured by acute infectious and febrile diseases. The case of 
profound melancholia reported by Jacobi, in which improvement 
was simultaneous with abatement of tertian fever, typifies this 
group.§ 


*Read (by title) before the Association of Medical Superintendents of American 
Institutions for the Insane at Washington, May, 1891. 

+Quoted in the Journal of Psychological Medicine, Vol. I1., page 169. 

+American Journal of Insanity, Vol. XLIII., page 104. 

§ Quoted by Griesinger: Mental Pathology, Amer. Ed., p. 165, 
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Variola, pneumonia, diphtheria, scarlatina, dysentery, typhoid 

and typhus have likewise exerted favorable influence upon 
insanity, and as a stimulant of mental energy, even in far 
advanced dementia, there has been noted no such effective agent 
as erysipelas. 
! Influenced by a case in his own practice in which recovery 
from acute mania occurred during the course of an attack of 
pleurisy, Dr. Willerding reviews the records of the favorable 
influence of pyrexial conditions upon mental disease, and refers 
to the fact that in some institutions for the insane an epidemic 
is hailed with satisfaction, and in others, inoculation has been 
actually practiced .* 

F. E. F., a railroad conductor, was admitted to the Willard 
State Hospital, October 11, 1889, suffering with acute melan- 
cholia. His mother had been subject to puerperal melancholia; 
with this exception the family record was without blemish. 

The history of patient’s disease dated from the beginning of 
overwork in 1882, seven years before admission. At that time 
he purchased a new home, and devoted what should have been 
leisure to its improvement. ‘To compensate the additional 
demand upon his strength he resorted to stimulants, and soon 
felt the disastrous effect in failing appetite, loss of sleep and 
severe headaches. 

He persisted in excessive labor until the third summer follow- 
ing, when an attack of vertigo, occurring one night after he 
had retired, accentuated the earlier symptoms of failing health, 
and brought the first realization of their significance. A short 
vacation was without benefit, and symptoms of mental disturb- 
ance soon appeared. ‘The patient became irritable, morose and 
seclusive. He continued his railway service, but appreciated an 
increasing weakness, which rendered difficult the performance 
of routine duties. During the spring before admission, he 
began to lose interest in his surroundings and in his customary 
forms of recreation. Of somewhat poetic temperament he had 
had'a keen sense of the beauties of landscape. ‘To this he now 
became ‘indifferent; outlines gradually became indistinct, and 
there was finally an actual blurring of vision, with confusion of 
objects and distances. There then came a sense of oppression 
originating in the hallucination that space was ‘‘closing.in”’ 


*Allgemeine Zeitschrift fiir Psychiatrie, 46. 5. 
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upon him; he felt that he ‘“‘had no room.” Periods of depres- 
sion, rapidly increasing in frequency and intensity, developed, 
and growing dislike of the company of others became a condition 
of apprehension and suspicion. In August, two months before 
admission, patient began to dread insanity. He became rapidly 
worse, and yielded to the sense of enveloping gloom, and to the 
idea that he was hopelessly lost. Soon afterward he passed into 
a condition of stupor, in the beginning of which he made two 
frantic, ill-devised attempts at suicide, and the next day was 
admitted to the hospital. 

On admission patient was confused, and after answering’ 
several questions about himself with some intelligence, lapsed 
into a silent, stupid condition, evidently unable to direct his 
thoughts to what was taking place. He removed his shoes in 
the office, saying that he had only one pair of woolen stockings, 
and that his feet were cold. He also said that he had not slept 
well, and once or twice put his hand to his head as if in pain. 
His physical condition was fair; weight 148 lbs., (seventy-five 
pounds less than in health;) pulse, weak; circulation, sluggish; 
extremities, cold. 

During the following week the patient sat with head bowed, 
avoided others, and ate sparingly, though it was not necessary 
to resort to the tube. This state of stupor was interrupted by 
occasional short attacks of mild frenzy, during which in anguish 
he started from his seat, clutched at his clothing, complained 
that from an overpowering dread he could obtain no rest, and 
pleaded that he and everybody else be relieved of suffering. 
The stupor was then replaced by a delusional state, in which the 
prevailing idea was the loss of soul and the inability of the suf- 
ferer to atone for his wickedness. He wished to endure punish- 
ment for others in order that they might be happy. In 
November the headaches increased, and he was often prostrated 
by the severe pain. He spent the month of December at home 
and returned January 6th. He now relinquished his delusions 
and lapsed into simple melancholia. His depression was extreme, 
and was complicated by ill-omened choreiform movements of the 
limbs and head, which he tried in yain to control. Every 
method of diversion and every resource of hygienic and thera- 
peutic treatment were employed without avail; patient became 
worse from day to day, and his case was finally considered 
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hopeless. There was progressive diminution of strength and 
flesh. 

Early in the following April he cou.xplained of pain in left side, 
shortness of breath and excessive weakness. On the 20th of 
April physical examination was made with negative result. On 
the 26th of April he was obliged to remain in bed and was op- 
pressed by dyspnoea and intercostal pain. He had a chill in the 
morning and in the afternoon his temperature arose to 103°. 
Physical examination revealed the presence of a fluid effusion 
in the left pleural cavity, and the diagnosis was confirmed by the 
hypodermic needle. Palliative measures carried the patient 
through the night, but the next morning he was seen to be in 
critical condition from the agony of the pleuritic pain and or- 
thopnea. The operation of thoracentesis was successfully 
performed, and fifty-six fluid ounces of serum withdrawn. The 
relief was only partial, as the inflammatory process with its lanci- 
nating pain continued. Patient pleaded for relief from the pain 
and from the oppressive constriction of his chest; he prayed for 
a “long breath.” Three days later the operation was repeated 
and two pints of serum evacuated. Chloranodyne was pre- 
scribed at bedtime ; following its adminstration patient secured a 
few hours of uninterrupted sleep and the next morning awoke re- 
freshed ‘‘for the first time in seven years.” The next night his 
sleep improved, there was a sudden relief from pain, and he 
awoke the following morning hopeful of recovery and smiling. 

Mental improvement dated from this time, and after two weeks 
patient felt that his mind was ‘‘perfectly clear.”” He improved 
slowly in physical health, was discharged recovered from insanity, 
October 1, 1890, and has spent the following winter in a dry 
warm climate for relief of his lung. There has since been gradual 
improvement in strength and flesh, and no indication of return 
of mental alienation. 

In the case above recorded the pyrexial state was prominent 
and may have influenced the operations of the brain. The in- 
trinsic value of the clinical history, however, rests with the pre- 
dominating element of shock, and the accompanying process of 
reasoning, during which there was transition from apparently 
hopeless melancholia to mental health. Severe pain and dyspnea 
united in the production of thoracic anguish, suddenly and with- 
out warning awakened the sense of impending death, and directed 
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the whole energy of the system to the cry for relief—‘‘a long 
breath.” Unlike the simple mental reaction of change of pur- 
pose in the wavering suicide who jumps into the water and swims 
ashore, there was a conflict between mind and body and body 
conquered. 

Into the ill-defined region between consciousness and reflex 
activity, which marks the ending of body and the beginning of 
mind, light is thrown by the phenomena of the above case. There 
was strong assertion of the vital principle of self-preservation, 
which, hitherto dormant in the perverted consciousness of the 
patient, was excited by the powerful reflex stimulus of physical 
suffering. Forcible and renewed expression of the sympathy be- 
tween body and mind inaugurated the normal train of thought, 
and the patient passed on to recovery. 

Thus the record reveals not only the nature of the shock which 
produced a change in the intellect, but what the action of the 
shock was, and why that action was followed by sanity. 


ABSTRACTS AND EXTRACTS. 

PaTHOLOGY OF GENERAL describes [Neurolog. Cen- 
tralblatt 1891, No. 3,| two cases of paralysis progressive with very acute 
course. Both began with preliminary symptoms of melancholic derangement, 
which lasted about half a year and passed in both cases into a state of: 
anxiety associated with disturbance of consciousness, hallucinations and 
symptoms of otor irritation. This latter stage of the disease lasted about 
three weeks, and death from general exhaustion followed. 

In case II, there were mydriasis and immobility of the right pupil, and 
epileptoid fits during the course of the disease. In case I, except symptoms 
of general motor irritation, no derangement of the motor sphere had been 
observed. 

The brains of both patients presented a considerable loss of nerve fibres in 
the outer layers of the gyri recti and the anterior regions of all the frontal 
gyri, which loss of fibres diminished towards the anterior central gyri, where 
it was quite insignificant and was not at all perceptible behind them. 

In regard to the extent of loss of fibres, the two cases differed but very 
little; however the changes of the blood-vessels were rather remarkable in 
case II, while in case I, in comparison with the considerable loss of nerve 
fibres, they were much less developed. 

The author, from these two observations arrives at the conclusion that the 
starting point of the disease may be either the blood-vessels or the nervous 
substance (parenchyma) of the brain. 

It will require further observations to prove whether the author is entirely 
right in his conclusions, because case I is not so strongly marked as to allow 
positive deductions. 

Still the author’s study is very interesting and valuable, chiefly because he 
had the opportunity of studying the anatomical changes at an early stage of 
the disease. B. 0. 


ALCOHOL AND TEA,—At the meeting of the International Medical Congress 
at Berlin last summer, Dr. Kraepelin of Dorpat read a paper on the com- 
parative psychic action of alcohol and tea. Former authors had held that 
they were identical, a rather remarkable conclusion. Kraepelin utilized for 
his experiments the measure of the time required for psychic processes, follow- 
ing somewhat the methods employed by Wundt. He found that alcohol in 
small doses stimulated the will but never the faculties of discernment and 
association. It only slightly impaired the judgment. Intelligence is some- 
what stimulated. Tea has the opposite action. It has no influence over the 
will, but aids association and conception. Alcohol aids the act of reading 
but retards that of calculation. Tea does just the opposite. Alcohol facili- 
tates motor transmission. ‘Tea facilitates conception. The action of alcohol 
is unfavorable to the subjective sensations. Chronic alcoholism is accom- 
panied with a motor retardation. The use of tea increases the power for 
intellectual labor. H, M. B. 
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TREATMENT OF THE INSANE IN Bep.—At the same meeting Dr. Meisser 
read a paper on the above subject, of which the following is the abstract 
given in the Bull. de la Soc. de Méd. Ment. de Belgique. December 1890: 
L. Maier, Spatz and Schalz are the only authors who have called attention to 
this method of treatment. In a general way the classic treatises pass it by in 
silence; and nevertheless quiet in bed is a sovereign remedy in the treatment 
of all excited patients. Rest in bed really constitutes a very important 
therapeutic adjuvant; it saves the strength. All maniacs should occupy the 
horizontal position except young girls in whom the mania is accompanied 
with erotism. In cases where the patient receives proper care, especially as 
regards the hygiene of the skin, the horizontal decubitus offers very few 
dangers. Even paranoiacs should remain in bed at least eight days from 
their first entrance to the asylum; they thus come to apprehend the purpose 
of the establishment. 

Repose in bed prevents violence, since the patients are unclothed and the 
position does not permit them to attack those around them. Isolation thus 
becomes needless. According to the author it is possible by quiet in bed to 
abort recent attacks. H. M. B. 


AvToscoPpic AND ALTRUISTIC HALLUCINATIONS.—The above are the desig- 
nations given by Féré for two forms of hallucinations that are rather rare 
and have not been very fully studied. His communication was made to the 
Soc. de Biologie the present year and reported in the Bulletin de la Soc. de 
Médecine Mentale de Belgique, No. 61. The first of these two consist of the 
cases in which the patient sees the image of himself. The author reports a 
case of this form in a physician suffering frem diabetes and cancer of the 
bladder. Some days before his death he was in the corridor of a house where 
he had never been before, and was suddenly arrested by meeting his own 
image, as he at first thought, reflected in a mirror. Later he met the same 
appearance in his own house, generally at the close of the day. 

The author notices another intellectual disorder in which a sensation, 
desire, or volition felt by the subject is attributed to another fictitious 
individual. He proposes for this the name of altruistic hallucination. ‘Iwo 
examples of this form are given in which the patient always spoke of his own 
feelings and needs in his delirium as those of another person. The author 
holds this to be quite different from those cases in which the patients attribute 
their sensations to a foreign personality by reason of their denying their own 
existence. H. M. B. 


PIPERAZIDINE.—Ladenburg and Schreiner have been able to isolate the 
active principle of sperm, and obtain it chemically pure. It is possible to 
produce it by synthesis, and their memoir confirms the opinion that neither 
the extract of Ladenburg nor the sperrime of Schreiner is simple ethylen- 
imine but rather piperazidine, (two ethylenimines. ) 

The therapeutic researches made upon this new product, place it among 
the stimulants of the nervous system. 

Dr. Uspersky, of St. Petersburg, has-employed with success M. Brown- 
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Séquard’s extract in treatment of phthisis pulmonalis, but it is probable that 
piperazidine is the active principle of this extract, and it can hardly fail to 
play an important role in therapeutics. 

We may quote finally the conclusions of Dr. Pereti, a well known alienist, 
derived from experiments with piperazidine: 

(1.) The researches on this new product should be carried still further. 

(2.) The subjective condition of the patient improves. 

(3.) The muscular power of the arm measured by the dynamometer is in- 
creased. 

(4.) The sleep becomes better. 

(5.) The efficiency of the product is especially manifested in the case of 
psychosis from general debility in patients who present cerebral and bodily 
depression. H. M. B. 


PuysioLoGy or THE RestirorM Bopy.—At the seance of the Society of 
Biology, June 27th, reported in the Progrés Médical, No. 27, M. Laborde 
gave an account of experiments made by him on a frog by puncturing the 
restiform body at the horizon of the sensory nucleus of the fifth pair of 
nerves. There resulted from this, besides the abolition of sensibility in the 
corresponding sides of the face and conjunctiva, a tendency to the draining 
of the body towards the injured side. In a patient who presented similar 
symptoms he had diagnosed a syphilitic tumor of the posterior cerebellar 
peduncle. ‘The case was recovered under the treatment of mercury and the 
iodide. H. M. B. 


THE SvuGGestaBiLity or Inrants.—At a recent séance of the Soc. @ 
Hypnologie, reported in Gazette Méd. de Paris, July 25, M. Bérillon called 
attention to the suggestability of infants. Out of ten infants chosen at 
random, from all classes of society, eight could be put to sleep on the first or 
second séance. 1t was rather remarkable, however, that those who presented 
the most pronounced hereditary nervous tendencies, were the most difficult 
subjects. Perfectly healthy and vigorous children were as a rule very 
hypnotizable. And he concludes that two thirds of all children can be pro- 
foundly hypnotized on the first trial. He suggests the use of this agency to 
combat certain symptoms such as sleeplessness, nocturnal terrors, klepto- 
mania, onanism and other vicious habits. H, M. B. 


TREPANNING FOR Eprtersy—The following is the substance of some .re- 
marks by M. Lucas-Champonniére, with the discussion on the same in the 
Surgical Society, Paris, June 10, 1891, as reported in the Progrés Médical, 
No. 24. 

The text of his remarks was areport made by M. Terrier at a preceding 
meeting. He had already published two similar observations and had notes 
of several others. He recalled the fact that cerebral surgery was initiated by 
Broca, who had operated in a similar case. It was incorrect, he claimed, to 
attribute too much importance to the distinction between simple or idiopathic 
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epilepsy and Jacksonian or symptomatic epilepsy. 
say that Jacksonian epilepsy is an excellent indication for operation, and that 
it affords a clear guide where we should apply the surgery. Whenone had 
made many operations in such cases it was plainly evident that epilepsy of 


the Jacksonian type is not as sure a guide as could be desired. 
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It is certainly an error to 


He mentioned 


four cases which were followed by autopsy as supporting the statements as 
follows: 1. Typical attacks, and twenty-one the night preceding the opera- 
tion, which relieved the patient, though no lesion was found in the region 


indicated by the symptoms. 


Sudden death thirteen hours later. 


The autopsy 


revealed a hemorrhagic patch under the right second frontal convolution, and 
the accidents of Jacksonian epilepsy were due to irritation from a distant 
point. 2. Motor disorders from which the patient suffered two years and a 
very distinct localization of the epileptic phenomena. 
vealing an immense tumor at the base of the brain, which had very gradually 


produced these symptoms, 


Death and autopsy re- 


3. An analogous case due to tumor of the base of 


the skull. 4. In the last case M. Charcot had diagnosed Jacksonian epilepsy, 


but autopsy revealed only generalized meningo-encephalitis. 


He concluded, 


therefore, from those facts, that trephining is not always beneficial, and that 
we need not be surprised at finding no lesions even after the diagnosis of 


Jacksonian epilepsy. 


Horsley, moreover, has insisted on the dangers of tre- 


panning in those cases where there were extensive lesions, larger tumors of 
the base, for instance, in which irritation is liable to cause sudden death. The 
seriousness of the operation is not due to trepanning alone. but to the already 


existing lesions. 


Nevertheless, operating may be justifiable to relieve the 


patient. In this case the trepanning should be quite extensive, so as to lay 
open a whole region of the brain, and the minute procedure of cranial cere- 


bral topography is useless, or nearly so. 
trepanning on the living body is aware of this. 


Every one who has practiced 
Only the anatomists believe 


that it is of importance to discuss the greater or less chance of striking exactly 


this or that center by any given procedure. 


As for himself when he had to 


do with epileptics the relief from pressure played a very decided role, whether 


the disease was idiopathic or Jacksonian. 


The proof is that the patients 


themselves always speak of a marked relief, and the benefit of the operation 
is rather in the relief of the pain than in the permanent relief of the attacks 


themselves. 


Jacksonian epilepsy is a tolerably good guide when it is clearly 


limited to one region, takes on the form of monoplegia, and is accompanied 
with paralytic symptoms. 

The re-implantation of the bone in epilepsy is only a matter of appearances. 
It has its indications in cerebral surgery, but it is objectionable since it pre- 
vents the relief of pressure sought for by the destruction of so much of the 


cranial walls. 


When suppuration does not take place the soft parts form an 
adequate protection. 


in discussing M. Champonniére’s communication M. Terrier agreed with him 
as to the necessity of making a large opening in the skull in epilepsy, but did 


not quite understand the part played by the relief of compression. 


The 


cranium is opened, the brain bulges out and not finding the lesions diagnosed, 
we conclude that it is the relief of compression that makes the patient feel 


better. It is difficult, however, to prove that it is the cause of the improve- 
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ment noted in these patients. He was not enthusiastic over the operation in 
these cases, and had seen trephining rapidly followed by death, due to per- 
sistent hemorrhages, shock, etc. In cases of cerebral hemorrhage, trephin- 
ing is defensible under certain conditions, but that is another phase of the 
question. There is still another point of interest as regards the extirpation 
of the motor centres presumed to be involved. In case they are we may re- 
move the lesion and hope for a cure, but if not we remove the part where 
there are presumed to be alterations, more or less comparable to those of 
essential epilepsy. Should they be removed in either case, this is a question 
which only experimentation on the human subject can decide. Ought we to 
fear that the cicatrix resulting from this ablation may constitute a foreign 
body itself, capable of producing the attacks? If that were so the extirpation 
of the motor centres would only make a vicious circle. 

In reply M. Champonnieére still held that pain is the first indication of tre- 
phining; after it comes paralysis. The operation itself is not the serious mat- 
ter, but the old lesions which called for it; nevertheless there may be consider- 
able hemorrhage. He still held that the relief of cerebral compression is very 
important; it may be brought about perhaps by the removal of a certain 
amount of cerebro-spinal fluid. He did not see the value of removing the 
motor centres for Jacksonian epilepsy, which is often due to distant irritation. 
By so doing moreover, we cause paralysis which may be permanent and 
troublesome. 


STRYCHNIA IN CHRONIC ALCOHOLISM AND IN DipsomaniA.—V. N. Ergolsky, 
Wratch. No. 10, 1891, (Abstr. in Journ. de Méd. de Paris,) has employed hy- 
podermic injections of azotate of strychnia (in the dose of ,; to s's grain,) in 
two cases of chronic alcoholism and dipsomania, and claims that with this 
treatment the desire to drink ceased after the first four to six injections, and the 
aversion continued for a long time, in some cases for a yearor more. In only 
one case did it fail completely. After a relapse he renewed the treatment, 
which was again as effective as before. 

This is equal in effects to those claimed for the much advertised Keeley 
cure and has the advantage of publicity. H. M. B, 


Bromipe Ersyiine 1x Epitepsy.—J. Donath, Soc. de Méd. de Budapesth, 
1891. (Abstract in Bulletin de la Soc. de Méd. Mentale de Belg., No 61.) In 
order to avoid the inconveniences of large doses of bromide the author had 
recourse to a salt in which the bromide acted, as it were, in a nascent state—the 
bromide ethyline. It isa brownish liquid, with an odor similar to chloroform, 
a sweetish taste, insoluble in water; it contains 90.9 per cent. of bromide; it 
mixes in ail proportions with rectified alcohol, and forms with the fatty oils a 
clear and limpid solution. He employed the remedy in the form of an oily emul- 
sion containing 5 per cent. of the bromide; and administered, to adults, thirty 
drops in a glass of sweetened water three times a day. Every third day he 
increased the dose ten drops until he had reached 70 drops at adose. In 
children from eight to ten years of age he began with ten to twenty drops re- 
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peated twice a day; this dose corresponds to from a grain and a half to four 
or five of bromide of ethyline. In order to avoid irritating the stomach it is 
necessary to give the remedy in water or milk. When the stomach is very 
sensitive a grain and a half to three grains of thebaia may be added to the 
emulsion. It may also be given mixed with alcohol in equal parts in dose of 
five to ten or fifteen drops in milk, or in the form of capsules containing 
three drops of the bromide, of which one can take from four to eleven daily, 
The therapeutic results were very satisfactory. The attacks became less 
frequent, shorter and lighter. In some patients also the after effects were less 
marked. In some cases moreover the bromide of ethyline was more efficacious 
than the potassium salts. H. M. B. 
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A Plea for the Scientific Study of Insanity. Being the substance of 
addresses delivered before the Royal Academy of Medicine of Ireland, 
and the Medical Institution of Liverpool. By J. Barty Toke, M. D., 
F. R. C. P. Edin., Medical Superintendent of the Naughton Hall Insti- 
tution for the Cure and Care of the Insane. Edinburgh and London: 
Young J. Pentland, 1891. [Reprint from the British Medical Journal. | 


In this address Dr. Tuke undertakes to investigate the reasons and the 
remedy for the isolated position which psychiatric medicine holds among the 
other branches of medical science and art. The reason, in this view, is that 
‘The study of insanity has not been conducted on the same principles as 
those on which general medicine has been founded. Anatomy, physiology 
and pathology have been almost, if not entirely, ignored; and psychology 
has afforded, in association with clinical impressions, the institutes of so- 
called psychiatric medicine.” Thus it has come about that ‘‘The department 
of medicine which undertakes the treatment of the insane is guided by 
psychology and clinical experience,” and that ‘‘The general conception of 


insanity is on the same level as that of the ‘dropsy’ a century ago; and its 
varieties, mania, melancholia and dementia, are not one whit more patholo- 
gically definite than the anasarca, ascites and hydrothorax of that period.” 
That there is a good deal of truth in this, it would be useless to deny, but 
we incline to think that the author exaggerates the extent of the evil, and 


mistakes, in some respects, its causes. It is not the case that anatomy, 
physiology and pathology have been ignored to the extent implied in his 
remarks. Meynert, Westphal and Gudden, Luys, Bevan Lewis (the only 
worker in this line to whom he gives any credit,) and Spitzka are only the 
more prominent representatives of a large number of investigators who are 
laboring with more or less diligence and success in this field. The meagre- 
ness of the results thus far obtained is due, not so much to the lack of 
attention to the subject, as to its difficulties. If the changes in the brain in 
the different forms of insanity were as obvious and as constantly associated 
with definite symptoms as those in the liver, heart and kidneys in the various 
forms of dropsy, there would, we suspect, be as little reason to complain that 
they were overlooked. Such histological lesions as have been found have been 
very generally in advanced stages of disease, in which the possibility could 
not be excluded that they were the results of long-continued functional dis- 
turbances, to which, rather than to demonstrable anatomical changes, the 
origin of the mental derangement should be attributed, and the attempt to 
connect special lesions with definite forms of mental symptoms has met, thus 
far, with little success. Even in general paresis, which certainly has not been 
neglected on the anatomical side, no change nor combination of changes has 
been found that has not been met with in other entirely distinct forms of 
insanity. 

So far as it is true that the number of investigators in this field is small, in 
comparison with other branches of medical science, it is, we think, largely 
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due to a condition of affairs which has grown out of what seems to us, on the 
whole, an enlightened regard for the best interests of the insane. Motives of 
economy, of regard for the good of the patients and the comfort and safety 
of others have determined the location of most hospitals for the insane 
separately from those intended for the treatment of other diseases, and at a 
distance from the centres of population and of medical instruction. Their 
officers have generally found their time pretty fully occupied by the care of 
their patients, and have lacked the stimulus afforded by daily contact with 
other scientific workers. Clinical observation comes in as a necessary part of 
their daily work, and does not, we think, deserve the slight estimation in 
which Dr. Tuke seems to hold it. Properly conducted, it is as truly scientific 
as any other way of studying disease, and, true though it may be that, in 
this field of medicine, it has been more cultivated than some other methods, 
we do not believe that it has received more attention than its importance 
demands, nor that its possibilities have been exhausted. Nor will a knowl- 
edge of the functions of the healthy brain come amiss to him whose business 
it is to minister to the mind diseased, even if we call it psychology. 

The remedy for the present unfortunate state of affairs our author finds in 
taking etiology instead of semeiology as our starting point, and endeavoring 
to pass from it to what he considers ‘“‘the highest platform of pathology— 
morbid anatomy ”—on which he believes we shall before long be able to base 
a classification of the insanities. It would take us too far to discuss the com- 
parative merits of the etiological and clinical classifications of insanity. 
Both have their advantages and their drawbacks, and the attempts to make 
them coincide have not, thus far, been very successful. The importance of 
both etiology and pathological anatomy is unquestionable, but if the author’s 
meaning is that a knowledge of morbid tissue-changes, taken by itself, is on a 
higher scientific plane than a knowledge of the causes or the effects of such 
changes, we must demur to the proposition. The highest point of knowledge 
in regard to a disease is reached when we know its cause or causes, its morbid 
anatomy and its symptoms in their mutual relations. To take an example 
from another department of medicine. The recovery of the trichina in the 
muscles of human beings, and swine did not put our knowledge of the morbid 
conditions produced by it on the highest platform. That was only reached 
when the manner and effects of its invasion of the system were discovered. 
When the whole natural history of a disease is known, the question which of 
the three factors—etiology, morbid anatomy and semeiology—shall be taken, 
as the basis of classification, becomes of very subordinate importance. 

A considerable part of the address is taken up with an exposition of the 
author’s views in regard to the mechanism by which excessive emotional 
excitement acts as a cause of mental derangement. From theoretical con- 
siderations and histological changes observed by him in four cases of death in 
acute insanity within two months of the date of development of the disease, 
he concludes that it acts through the agency of long-continued hyperemia, 
setting up a sub-inflammatory condition of the cortex, with lymph-stasis, 
accumulation of leucocytes and deposit of pigment in the sheaths of the 
vessels, and resulting degerieration of the nerve-elements. Whatever may be 
thought of the details of his theory, his opinion that the connection between 
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the emotion and the mental derangement is brought about by physical causes, 
just as truly as in toxic or traumatic cases, is one in which we heartily 
concur. 

The address is concluded with some observations on treatment, which hardly 
seem relevant to the original subject. Dr. Tuke believes that the hyperemia 
of the brain which he holds to be the fundamental condition in both mania 
and melancholia, requires for its successful treatment a degree of repose, both 
of mind and body, that is unattainable in the wards of most asylums for the 
insane as at present administered and constructed. Physical exercise should, 
he thinks, be allowed with great caution, if at all. ‘‘In the early stages of 
many forms of insanity it is absolutely baneful, and often aggravates 
symptoms. Most idiopathic cases, for instance, are for the first few weeks 
best treated in bed or on the sofa, careful massage taking the place of exer- 
cise,” 

It may be questioned whether these views are not somewhat exaggerated. 
There are, doubtless, cases in which as strict a regimen as this is essential to 
recovery, and provision ought to be made for them in every hospital for the 
insane. It is, however, an undeniable fact, a great many subjects of mania 
and melancholia do recover, promptly and thoroughly, under other conditions, 
and it does not seem that it should be impossible for a physician of experience 
and good judgment to decide in what cases it may sefely be dispensed with. 

On the subject of amusements, such as balls, parties and theatricals, Dr. 
Tuke holds pronounced views, contrary to those in vogue at present. Al- 
though he does not say that if carefully managed they are not good for the 
chronic insane, and admissible in some convalescent cases, he has no hesita- 
tion in saying that for the mass of the insane they are not good. 

He concludes by advocating the establishment of small wards for acute 
cases in connection with general hospitals. ‘‘Such wards would not be nearly 
so difficult of management as the delirium tremens wards which at present 
exist; they would save hundreds yearly from being sent to asylums by pro- 
curing their early recovery; they would allow the student to become 
accustomed to the observation of a type of disease which afflicts three in 
every thousand of the community; they would afford the practitioner the 
knowledge of a condition which (the condition) he does not at present possess, 
but which the law presupposes he is in possession of, inasmuch as it confers 
on him considerable powers over the liberty of the subject; and they would 
serve gradually to draw the study of the various diseased conditions of which 
insanity is a symptom within the confines of general medicine. The profes- 
sional and popular conception of their position would undergo great modifi- 
cation, and as time goes on such terms as mental diseases, psychiatry 
psychological medicine would fall into desuetude, and along with them the 
prejudice, superstition, and misconception which they help to maintain would 
cease to exist.” 

It is not necessary to adopt, in their full extent, the author’s views as to the 
superiority of the treatment which the insane would receive in a general 
hospital to that provided in a special one, or to assume that a rose would gain 
an added perfume by giving it another name, in order to agree with him that 
it is exceedingly desirable that some opportunity should be provided for 
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students of medicine to acquaint themselves with forms of disease which 
they are so certain to meet in practice at precisely the stage at which most can 
be accomplished by judicious treatment. 

With the main drift of the address we are in hearty agreement, notwith- 
standing our dissent from the author’s views in regard to matters of detail. 
Whatever may be the reason, the unfortunate fact remains that our knowl- 
edge of the forms of disease most frequently met with in hospitals for the 
insane is extremely limited, and an extension of it is most desirable. With- 
out drawing comparisons, favorable or otherwise, with what other people are 
doing, it is safe to say that as much is not accomplished as might be and 
ought to be in utilizing the clinical and pathological material accumulated in 
those institutions. We will, however, say, in conclusion, that wé have never 
known very much to be accomplished, in such matters, by ‘‘ pleas.” The 
man who can point to something definite and tangible that he has achieved in 
the extension of knowledge will do tenfold more to induce others to go and 
do likewise, than he who contents himself with exhortation. We incline, 
accordingly, to think that the most valuable part of the address is that in 
which the author gives the results of his pathological investigations in cases 
of acute insanity. 


The Pathology, Diagnosis and Treatment of Intra-cranial Growths. By 
Pitre Coomps Knapp, A. M., M. D. (Harvard.) Fiske Prize Fund 
Dissertation, No. XLI. 


Dr. Knapp's essay gives the result of a study of its subject, based upon 
forty cases, the majority of which occurred in his own practice. Patients 
were selected who were found at the autopsy to have had some form of cere- 
bral growth, which may or may not have been the cause of death. By this 
method of selection a practical test is made of the present state of knowledge 
of this department of mediciue, and the result is a ‘‘ striking manifestation 
of the limitations of our ability to diagnosticate correctly intra-craniaP 
growths ” 

The cases are made the nucleus of the essay, rather than illustrations of 
the principles involved, and are classified as follows: ‘‘Six presented no 
symptoms of cerebral disease; in five, the cerebral symptoms may well have 
been due to other co-existing cerebral affections; in thirteen there were 
symptoms of some cerebral trouble, not definite enough to permit a correct 
diagnosis; in eight there were symptoms definite enough to warrant the 
diagnosis, or at least a strong suspicion of an intra-cranial growth; and in 
eight cases it was possible to make a correct focal diagnosis, as well as a 
diagnosis of the existence of a growth.” 

Headache was noted in twenty-seven cases, and of sixteen cases of localized 
headache, in only six did the pain correspond to the part of the brain in which 
the growth was located. Vertigo occurred in twelve cases, vomiting in seven- 
teen, and convulsions in ten. No distinction is made between optic neuritis 
and ‘‘choked disc.” This phenomenon was found in two-thirds of the cases 
examined, but all were not examined. The four theories of the causation of 
‘*choked disc” are cited and discussed at some length, and the author con- 
cludes that the “‘irritation-pressure theory” is most plausible for the great 
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majority of cases. Inthe definition of this theory Leber is quoted: ‘‘The 
products of tissue metamorphosis of new growths, mingled with the inflam- 
matory transudations, act as irritants, enter the sheath of the nerve with the 
cerebro-spinal fluid, reach the bulb, and give rise to neuritis and papillitis.” 
That other cranial nerves than the second pair are not affected, and that ‘‘ the 
irritants which are supposed to cause the neuritis are still unknown,” are the 
objections to this hypothesis. Dr. Knapp states his conclusion conservatively, 
but with less precision than Gowers, who admits the ‘frequent association 
of dropsy of the sheath and optic neuritis,” but finds that ‘‘of the relation: 
of the one to the other little evidence has yet been adduced.” 

Psychical disturbance was noted in twenty-ninecases. The author be.ieves 
that some mental change might be found by a competent observer in every 
ease of brain tumor, although in many instances exceedingly difficult of 
detection. The symptoms in earlier stages are not unlike those of the 
prodromal perio of general paralysis, and are apt to escape notice, as in the 
latter disease, in persons whose higher sensibilities have never been developed. 
The distinction is of little value to the alienist, who meets patients with brain 
tumor only in the stage of organic dementia, when the differential diagnosis 
from other cases of terminal insanity depends wholly upon gross motor or 
sensory disturbance. The classification of such symptoms is conveniently sum- 
marized as follows: 

‘* Pre-Frontal Region.—Marked mental impairment; symptoms of invasion 
(partial epilepsy, aphasia) ; disturbances of smell. 

** Central Region.—Partial epilepsy; monoplegia; partial anzesthesia; motor 
aphasia. 

‘* Posterior Parietal Region.—Word blindness; disturbance of muscular 
sense (?) : homonymous hemianopsia, 

** Occipital Region.—Homonymous hemianopsia; soul blindness. 

“‘Temporo-Sphenoidal Region.—Latent region. Word-deafness; disturb- 
ances of taste, smell, and hearing ( ?). 

‘* Corpus Callosum.—Latent region. Progressive hemiplegia, often bilat- 
eral, from invasion. , 

‘* Optico-Striate Region.—Hemiplegia; contracture. In posterior part, 
hemianesthesia, homonymous hemianopsia, post-paralytic chorea, athetosis. 

** Crus Cerebrt.—Crossed paralyses of oculo-motor nerve and limbs, 

**Corpora Quadrigemina.—Oculo-motor paralyses; reeling gait; blind- 
ness (?); deafness (?). 

** Pons and Medulla.—Crossed paralyses of face and limbs or tongue and 
limbs. Other cranial nerve lesions. : 

** Cerebellum.—Marked cerebellar ataxia; marked vomiting; often a latent 
region. 

** Base, Anterior Fossa.—Mental impairment, disturbance of smell and 
sight, exophthalmos. 

“* Base, Middle Fossa.—Disturbance of sight; oculo-motor disturbances; 
hemiplegia. 

‘“‘ Base, Posterior Fossa.—Trigeminal neuralgia; neuro-paralytic oph- 
thalmia; paralyses of face and tongue; disturbance of hearing; crossed 
paralyses. 
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‘* Hypophysis.—Disturbances of vision; oculo-motor disturbances.” 

Medicinal treatment is usually futile, and the practitioner only escapes an 
absolute ‘‘ state of pessimism” by an occasional recovery following a course 
of specific treatment, in the administration of which he often has no better 
justification than that afforded by Hebra’s dictum: ‘‘ Jeder Mensch syphili-' 
tisch sein.” Surgical treatment yields better results, its measure of useful- 
ness having been recently extended by Horsley’s operation for the relief of 
pressure in cases in which pressure symptoms are prominent. The same 
procedure has been attempted in a few cases of general paralysis, and has 
been followed by abatement of the distress following excessive cerebral 
effusion, though only for the short time preceding the fatal termination 
indicated by this condition, 

Statistics of the recorded cases of trephining, in addition to a table of con- 
tents so admirably arranged that it may serve as a chart for diagnosis, increase 
the value of the essay as a compilation of useful facts. Its precision in 
statement recalls the translation of Striimpell’s Text Book of Medicine, the 
honors of which are shared by Drs. Vickery and Knapp. 

If there be no more prize funds to win, the reader of the present essay may 
be pardoned the selfish hope that ordinary incentives will suffice Dr. Knapp 
for continuance of his labors in the field of literary medicine. J. M. M. 


Atlas of Clinical Medicine. By Byrom Bramwe tt, M. D., F. R.C. P., Edin.; 
F. R. S. Edin.; Assistant Physician to the Edinburgh Royal Infirmary, 
ete., ete. Vol. I, Part I. Edinburgh: T. & A. Constable, at the 
University Press, 1891. 


Dr. Byrom Bramwell’s ‘‘Atlas of Clinical Medicine,” the first part of which 
was recently issued from the Edinburgh University Press, furnishes one more 
token of the growing indebtedness of the profession to the able and 
indefatigable author of this magnum opus. His Atlas is one of the most 
ambitious medical enterprises ever conceived and undertaken by one 
individual. 

It will consist of a series of colored, black and white, and photo-gravure 
plates, 144.x 104 inches, with detailed description of the plates and text. The 
plates are, for the most part, original, and copies of water-color paintings and 
photographs. The work is destined to be, in fact, An Illustrated Treatise on 
Clinical and Systematic Medicine. Each fasciculus will contain at least 
thirty-two folio pages of letter-press. It is expected that the complete Atlas 
will include at least ninety plates, or at least three yearly volumes, 

Part I deals with myxcedema, sporadic cretinism and Friedreich’s ataxia. 
These diseases are admirably illustrated, no fewer than three colored plates 
of great beauty and faithfulness, doing duty for myxedema. The 
oceasional concomitance of this trophic neurosis with insanity makes the 
subject one of special interest to the alienist. The reference to myxcedema in 
the Biennial Report of the Michigan Asylum for the Insane (1887), with the 
history of a case, will be remembered by many readers of this JourNat, 
(April No., 1887). 

The author adopts in his letter-press the distinctly clinical plan of 
instruction, first made popular by Charcot, giving occasionally questions and 
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answers as put and made by teacher and pupil. Nothing could be more 
impressive than this method. 

The following sentences in the text give the reader an insight into Dr. 
Bramwell’s methods of observation, at once suggesting an excuse for lack of 
attention to things spiritual in the eager seizure of the clinical opportunity 
at hand: ‘A few Sundays ago I recognized a case in the person of a gentle- 
man who was sitting immediately in front of me in church, by the coarseness 
of the skin of the back of his neck, the dry, scanty, ragged character of the 
hair on the back of his head, and the dirty looking browa patches which were 
present on his scalp. The correctness of my opinion was amply confirmed 
when I obtained a full view of his face.’ The incident suggests how 
independent some men may become of the sermon in the pulpit when they 
can fortunately find another in the subdermal connective tissue in the pew 
in front. 

This fasciculus also contains plates illustrating Lymphademona and 
Melancholia with Fear. Other plates illustrating forms of mental disease are 
ready or on the stone. In executing this part of his work, the author has 
had the benefit of the advice of Dr. Clouston, and has obtained material from 
the wards of Morningside Asylum. These plates will at once compel the 
admiration of alienists. 

It may not be out of place to add, as not the least attractive feature of tha 
work, that the price to the original subscribers for the yearly volume will be 
only (at least for Britain) about $7.50. 


Status Epilepticus. By G. R. Trowsriper, A. M., M. D., and C. M. 
Mayserry, A. M., M. D., Fellows of the American Academy of Medi- 
cine; Assistant Physicians State Hospital for the Insane, Danville, Pa. ; 
Members of the American Medical Association, and Pennsylvania State 
Medical Society. Reprinted from the Journal of Nervous and Mental 
Disease, July, 1891. 


This paper contains histories of twelve out of twenty cases of status 
epilepticus that have come under the observation of the authors. Five of 
the twelve proved fatal, and four of the twenty were examined post mortem 
Inequality of the hemispheres, decortication, hyperemia of the brain and 
meninges and serous effusion into the ventricles were found in all the cases; 
softening was found in one, and hemorrhage in two. No demonstrable 
lesion causing the status was found, and the authors consider it merely a 
climax of the neurosis. They obtained more favorable results from the 
hypodermic use of the hydrobromates of hyoscine and conine, in connection 
with morphine, than any other remedies. 


Ninety Cases of Paretic Dementia. By G. R. Trowsriner, A. M., M. D., 
Fellow of the American Academy of Medicine; Assistant Physician 
State Hospital for the Insane, Danville, Pa. 


Of 3,518 admissions to the Hospital, 90—77 males and 13 females—were 
cases of paretic dementia. Two were negroes, and twenty-one of foreign 
birth. As nearly one half of the insane of the State are foreigners—the 
proportion in that hospital is not stated—Americans seem to be rather in 
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excess. The origin of the disease is attributed to intemperance in twenty- 
three cases, to syphilis in seven, to syphilis and intemperance in two; overwork, 
business troubles and heredity are the principal remaining causes alleged. In 
the author’s opinion, syphilis stands next to alcohol in this regard. The 
average age at the time of the attack was forty-one years and eight months, 
the oldest subject being sixty-three years of age, and the youngest — 
a female—twenty-one. The average duration of fifty-eight cases that died, 
two years eight and one-half months; the longest, ten years, of which seven 
were spent in the hospital. 


A Case of Epilepsy with Double Consciousness. By the same author. Re- 
printed from the Medical News, February 21, 1891. 


The patient, a German, aged fifty-two, is subject to convulsions in series of 
from three to six, at intervals of a month or six weeks. In his normal state, 
he is pleasant and industrious. The convulsions are severe, and after recover- 
ing from the first he is found to be irritable and sullen. These characteristics 
increase with each fit, and after they come to an end, he is very violent and 
abusive, and disposed to refuse food. This condition lasts from five to ten 
days, and the return to the normal state does not usually occupy more than 
twenty-four hours. When in his normal condition, he has no distinct recol- 
lection of what happens during the period of “second self.” Treatment 
directed to the prevention of the seizures has been unsuccessful. 


The Insanity of Pubescence. By the same author. Reprinted from the 
Alienist and Neurologist, July, 1891. 


The author thinks that the insanity of pubescence, although a distinct 
psychosis, is often confounded with other forms, through failure to recognize 
it as insanity in its earlier stages. Its characteristics he finds to be as follows: 

1st. It is a chronic mental disorder. 

2d. It is an hereditary psychosis. 

3d. Itisa periodic or recurrent insanity, and, also, as a rule, includes a 
moral perversion. 

He gives histories of three cases which illustrate these points, but does not, 
to our mind, show satisfactory reasons for separating these cases from 
paroxysmal insanity occurring at other periods of life. 


Disease of the Mid-brain Region. with Special Reference to Ophthalmoplegia, 
and a Note on Post-hemiplegic Ataxia. By B. Sacas, M. D., Professor 
of Mental and Nervous Diseases in the New York Polyclinic. from the 
American Journal of the Medical Sciences, March, 1891. 


This paper gives histories of four cases, having the common symptom of 
more or less paralysis of ocular muscles. The first occurred in a child three 
years of age. There was complete paralysis of all the external ocular 
muscles, except the internal recti, which were capable of very slight move- 
ment. Nevertheless, there was distinct accommodation reflex, and slight 
reaction of the pupils to light. Vision was much impaired, and the patient 
staggered in walking, with a tendency to fall to the right. There was slight 
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left facial paresis, and the right hand was weaker than the left. Reflexes 
were exaggerated, and there was occipital headache. Diagnosis was made of 
tumor of the corpora quadrigemina, with general tubercular meningitis. At 
the autopsy, a tumor of the posterior corpora quadrigemina was found, 
occluding the aqueduct of sylvius. A solitary tubercle of the dura mater, 
near the right lateral sinus, produced occlusion of that vessel; several tuber- 
cles, surrounded by areas of softening, were found in the cerebellum, and 
there was tubercular meningitis, with great thickening of the piamater at the 
base of the brain, and distortion of both third and the right sixth nerves. 

In the second case, occurring in a married woman, forty years of age, 
paresis of the external branches of the third nerves, with unimpaired 
pupillary reactions, gave rise, at first, to diagnosis of polio-encephalitis 
superior, but subsequent development of headache, cerebellar staggering and 
optic neuritis seemed to give conclusive evidence of tumor. Autopsy not 
obtained. 

In the third case, the patient, a man, thirty-three years of age, gave a 
history of syphilis. The patient suffered, when first seen, from left ptosis 
and paralysis of the left abducens. The condition improved under anti- 
syphilitic treatment, but during the treatment a very similar state of affairs 
developed in the right eye. In this ease, the author considers a specific 
infiltration of the nerves involved the most probable explanation of the 
symptoms, and thinks that in such cases the morbid process may show a 
predilection for certain sets of fibres in a motor nerve, analogous to the 
predominance of motor or sensory disturbance in lesion of a mixed nerve. 

The fourth case was that of a hemiplegic woman, fifty-seven years of age, 
with complete paralysis of all the muscles, external and internal, of the right 
eye, except the external rectus. Any attempt to use the paralyzed left hand 
set up most violent irregular movements in the extremity, continuing for 
some time. At the autopsy, the right crus cerebri was found softened in its 
entire thickness, and the right oculo-motor nerve was reduced to a thread. 
The author calls attention to the similarity of the motor disturbances to 
those often observed in infantile cerebral palsies, 

He sums up with the following conclusions: 

**1. The slow onset of oculomotor symptoms associated with ataxia and 
vomiting, point to a neoplasm in the vicinity of the corpora quadrigemina. 

2. The diagnosis of polio-encephalitis superior (Wernicke) should not be 
made unless tumor of the quadrigeminal region can be positively excluded. 

3. Paralyses of one or more muscles, and not of all muscles supplied by 
the oculomotor nerve, do not necessarily imply a nuclear lesion. This is 
particularly true of syphilitic cases, in which affection of the nerve rootlets 
may give rise to symptoms exactly like those of nuclear disease. 

4. Post-hemiplegic ataxic movements may result from lesion of the crus, 
and probably from lesion in any part of the motor tract.” 


Contributions to the Study of Infantile Cerebral Palsies. By the same 
author. Reprinted from the New York Medical Journal, May 2, 1891. 


Dr. Sachs states that he has seen, during the past year, at least sixty-five 
new cases of this character, in addition to 140 cases on which a previous paper 
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was based. He concludes that such cases are much more common than is 
usually supposed, and that they have often been mistaken for paralysis of 
spinal origin. 

He gives, in tabular form, his views as to the lesions found in these cases, 
with their symptoms and accompanying conditions. The cases he divides 
into prenatal, including large cerebral defects and agenesis corticalis, birth 
palsies, caused usually by meningeal hemorrhage, more rarely by intra-cere- 
bral hemorrhage, and acute acquired palsies, due to hemorrhage, thrombosis, 
embolism, chronic meningitis, hydrocephalus, (rare as the sole cause of palsy,) 
and perhaps primary encephalitis. ; 

The paper is mainly devoted to an account of two cases in which autopsies 
were had. The first, a boy eight years of age, developed right hemiplegia, 
with transient aphasia, at the age of six and a half. In October, 1890, he 
suddenly fell, and was found to be completely paralyzed on the previously 
paretic side. Symptoms of cerebral tumor developed rapidly, and he died in 
eight weeks from the date of the attack. The brain was found to be 
hydrocephalic, the occipital lobes, especially, being very much thinned, and 
their convolutions and sulci obliterated. Two cysts were found, one in the 
left motor region, the other at the apex of the left temporo-sphenoidal lobe. 
A large tumor was found beneath the cyst in the motor region, and another 
in the right temporal lobe. The oid hemiplegia is attributed to the cyst in 
the left hemisphere, which is thought to have been of hemorrhagic origin, 
and the accession of paralysis to the tumor in the same region. The 
hydrocephalus is not thought to have been responsible for any of the 
symptoms. 

The other case was that of a child one year old, the subject of congenital 
spastic paraplegia. or the first six and a half months of life the child 
suffered from almost constant tonic and clonic spasms. At the autopsy the 
pia mater was found universally adherent over both hemispheres, and there 
w.s very marked symmetrical atrophy of the frontal halves of both hemis- 
pheres. The microscopical lesions found were indicative of chronic meningo- 
encephalitis. In conclusion, Dr. Sachs discusses the propriety of surgical 
interference, and advocates-resort to operation in fresh cases in which there is 
evidence of a large clot over the motor area of a child otherwise vigorous 
enough to endure the operation. He has little hope of benefit from surgical 
measures in old cases. 


Hypnotism. By J. T. Esxriver, M. D. Reprinted from the New York 
Medical Journal for August 1, 1891.* 


To those interested, especially in the therapeutic and medico-legal possibili- 
ties of hypnotism, this paper will be found to offer some useful suggestions. 
The author has apparently investigated the subject scientifically, and seems 
unbiased in his opinions. 

After briefly considering the best methods of inducing hypnosis, he 
describes those who are hypnotizable, differentiates the hypnotic condition 


* The Presidential Address to the Colorado State Medical Society, 1891. 
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from that of simulated hypnosis, and considers at length the therapeutic 
value, dangers and medico-legal aspects of the subject. 

The therapeutic value of hypnotism depends, as he says, upon the 
permanency of the mental impression made during hypnosis. So in many 
cases this impression must be many times repeated to occasion any lasting 
relief. 

By suggestions during the stage of hypnosis, he states that he has been able 
to improve digestion, increase the appetite and relieve constipation; to- 
promote sleep in the wakeful; to change slight despondency to hopefulness; 
and to relieve headache, nervousness and some cases of stammering. He was 
unsuccessful in hypnotizing the insane and also persons while suffering acute 
pain. 

In his experience, even oft repeated hypnotization was unattended by 
danger, the method employed being that of the School of Nancy, with the 
precautions laid down by Moll. 

The dangers from a medico-legal point of view are lessened by the presence 
at each séance of a third party. But whether the therapeutic value of 
hypnotism is greater than the dangers which cannot be prevented from its 
practice, he considers undetermined. Cc. E. A. 


New South Wales: Report for 1890 of the Inspector-General of the Insane- 
G. Norton Mannie, M. D., Inspector-General. 


This report comprises that of the Inspector-General himself, and separate 
reports by the medical superintendents of the different institutions for the 
insane. There are in the Colony five government hospitals, a reception house 
and two licensed houses. On the 31st of January, 1890, there were 3,102 
insane patients on the official register. The increase during the year was the 
largest that has occurred in any one year, but the ratio of insane persons to 
the general population, which is 1 to 377, has not increased. During the 
year 556 new cases were admitted, and 55 were readmitted, and 257 patients 
were discharged recovered, so that the percentage of recoveries to the total 
number admitted was 42.06. The percentage of deaths was 6.52—calculated 
on the average number resident. There were 193 deaths during the year, and 
of these, 85 were caused by cerebral disease, 51 by thoracic diseases, 17 by 
abdominal diseases, and 31 by general debility and old age. There were three 
cases of suicide and three deaths by accident. Among the more important 
predisposing and exciting causes of insanity in the cases admitted, various 
moral causes appear in 95 cases, intemperance in 71, diseases of skull and 
brain in 29, privation and over-work in 25, old age in 25, and sunstroke in 10. 

Leave of absence is allowed to patients for periods of variable length, and 
they may be extended to two or three years. This system has been in opera- 
tion for several years, and is recommended by Dr. Manning as useful asa 
preliminary to final discharge in order to test the patient’s self-control, and to 
save the trouble and expense of new commitments in recurrent cases. 
Another feature worthy of notice is the Reception House for the Insane at 
Darlinghurst. Patients are admitted to this institution either on certificate 
of lunacy or ‘‘under remand for short periods.” During the past year 294 
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cases were readmitted under remand, and of these 172 were discharged sane, 
115 were afterwards certified, 2 died, and 5 remained at the end of the year. 
Dr. Manning called attention to the fact that, although many of these cases 
were due to alcoholic excess, the institution is not used as a place in which 
the habitua! drunkard may get over the effect of a debauch. New South 
Wales has not protected itself from the importation of insane people from 
foreign countries, and the need of such legislation is wisely and forcibly 
pointed out in this report. The existing hospitals are over-crowded and a 
new one is very much needed. A site has been secured, but the work of con- 
struction has not been begun, and Dr. Manning urges that there be no 
further delay. 

The reports of the superintendents of the different hospitals are arranged 
as appendices to that of Dr. Manning. They show that considerable progress 
has been made in the year in most of the institutions in providing more varied 
employment and recreation for patients. R. G. C. 


The Fire Protection of Hospitals for the Insane. By L. H. Prince, M. D., 
Resident Physician « Bellevite Place,” Batavia, Ill. Chicago: C. H. 
Blakely & Co., 1891. 


The importance of adequate fire protection in hospitals for the insane 
cannot be overestimated; indeed, in this age of progress, neglect to provide 
ample apparatus for such protection can scarcely be regarded in any other 
light than as gross negligence on the part of the management. Within a 
comparatively short period of time several great hospital fires have occurred 
in this country where large loss of life resulted amongst the insane inmates. 
The citation of such catastrophes should be ample argument to secure the 
needed legislation to procure the means for organizing and maintaining a 
thorough system of apparatus and drill to guard against this danger. 

Dr. Prince's book on this subject is timely and contains many valuable 
suggestions. The point that ‘‘the pecuniary loss is often greater at one fire 
than would have been the amount necessary for making the whole institution 
comparatively free from danger” is well taken, for we are firmly convinced 
that no greater mistake can be made than attempts at economy in this 
direction. The author discusses briefly modern methods of heating and 
lighting buildings and voices the consensus of general opinion in stating that 
electricity is ‘‘ without doubt the safest and best system of any yet employed” 
for lighting. The dangers lurking in waste, deposits of oiled rags, ash 
barrels, etc., are pointed out and a great variety of fire extinguishing appar- 
atus is described and illustrated. The author deprecates the use of stand- 
pipes in buildings, and offers cogent arguments in opposition to them, an 
important objection being on the score of reducing water pressure in the 
mains in case any of the stand-pipes become broken by falling walls or from 
other causes. The best protection against fire is to be found in a system of 
pumps and water mains, numerous hydrants with hose attachments, and 
throughout the buildings water buckets, hand grenades, and chemical extin- 
guishers. The author has great faith in the Babcock chemical extinguisher. 
Experience with this apparatus on several occasions at Utica has beem 
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attended with the most gratifying results. Mention might also have been 
made of the Miller extinguisher, a new claimant for recognition. Various 
electric alarm systems are mentioned, but the ‘‘Gamewell Rapid System,” as 
used at Kankakee, ‘‘ seems to the writer to best meet the requirments of public 
institutions.” 

Dr. Prince rightly points out that ‘‘after an institution has been supplied 
with the necessary facilities for extinguishing fire and has also a reliable fire 
alarm system, it still cannot be considered as properly protected unless there 
be in addition some system of organization and drill, whereby the apparatus 
may, when needed, be handled intelligently.” Dr. Prince was at one time 
connected with the Chicago Fire Insurance Patrol, and later was an assistant 
physician in the hospital at Kankakee, Ill., where he organized an excellent 
fire brigade with elaborate rules and regulations. His book bears the impress 
of practical experience and is worthy of careful perusal and study. No 
institution for the insane should be without a copy in its library. 

Cc. W. 
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LETTER FROM FRANCE. 


PSYCHIATRICAL INSTRUCTION IN FRANCE. 

Leaving aside for the present scientific matters, properly 
so-called, I propose to describe the actual condition of the 
instruction in mental medicine in France at the present day. 
It is not claimed that the organization of the instruction can 
yet be offered as a model, as there are still many deficiencies. 
Nevertheless, important progress has been made within’ the past 
few years which I think may be of interest to your readers. 

Up to a very recent epoch the study of mental disease has 
been confined to a few, and we may almost say, privileged ex- 
perts. These have devoted themselves to the study according as 
their tastes suggested, or as circumstances put in their power 
the facilities forsodoing. The great majority of physicians re- 
mained complete strangers to this department. Why should 
this be? Certainly not because the study lacked interest any 
more than because that this branch of medical science is too un- 
developed, or that the means of study were wanting. The fact 
is that the study is full of interest, for all physicians have at 
least general notions in regard to insanity, its various manifes- 
tationsand theirmanagement. As Dr. Charles G. Hill* has recently 
very aptly said in your journal, medical men are frequently called 
upon to pronounce upon the measures to be taken in regard to 
the insane. They ought to be competent to advise their admission 
when necessary to a public or a private asylum for treatment; 
they ought to know how to recognize insanity behind the - simili- 
tude of reason with which it is often masked, to foresee its explo- 
sion and ward off the consequences, and finally they should be 
able under certain circumstances to enlighten justice in regard 
to the medico-legal questions of mental disease. 

On the other hand, the development of mental medicine since 
the commencement of the century has be-n comparable to that 
of all other branches of the science. Its extended domain has 
been explored with care. The diseases which appertain to it 
have been attentively studied, and some of them are today s9 
well known that their description offers very few lacune. 


“‘*American Journal of Insanity, October 8, 1888. “A Plea tor a Better Knowledge 
of Insanity by the General Practitioner.” 
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Finally the opportunities of study have been, as they are yet, 
as abundant as they are varied, since the number of insane, in- 
stead of diminishing appears, rather to increase, and the insane 
collected together in asylums are presented for the observation 
and instruction of students, under conditions as favorable as the 
subjects of ordinary diseases in their proper hospitals. Instruct- 
ors have never been wanting. They are found in the institutions 
under their charge, where they have produced memoirs which { ¢ 
have made many of them celebrated, while at the same time 
they have aided very largely in the advance of science. Some of 
them in favorable surroundings have devote themselves freely 
to public instruction, following in this the example of the ear- 
lier masters, Pinel and Esquirol. Without confining ourselves 
to those who have passed away, we may cite among them Bail- 
larger, Foville, Falret, Voisin, Trelat, and many cthers. Never- 
theless, excellent as have been the instructions of these distin- 
guished men, they have been followed by only a small number ~ 
of students. 

The neglect into which the study of mental medicine has thus 
fallen may be attributed to two principal causes. One is that 
the asylums for the insane, where the clinical instruction, which 
alone is profitable, could be given, were not organized for such 
a purpose; that they are generally located in places too remote 
from medical centres. The other and the more important one 
is, that mental diseases do not forma very important pa.t in the 
official courses of instruction of students in the schools of med- 
icine. The students under the force of circumstances are not 
encouraged, after a fashion, to occupy themselves with subjects 
which are not obligatory, and in fact the majority give very 
little attention to this matter, or even ignore it completely. 
Having become physicians they remain in their ignorance. 

Recognizing that this condition of things produced an enor- 
mous deficiency in medical instruction, the faculty of medicine 
of Paris has on two or three different occasions attempted to 
remedy it. They organ zed courses in this department under 
very eminent professors, such as Tavdieu, Marcé and Laségue. 
But these courses, in spite of their value, were only theoretical; 
they rendered only limited services, and their organization was 
only temporary. 

At last there came a time when a more complete and effica- 
cious reform was set in motion. 
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In 1877 a decree was promulgated which created in the Fac- 
ulty of Medicine adjunct clinical courses, amongst which 
figured instruction in mental medicine. 

The application of this decree met in the beginning various 
difficulties, which, nevertheless, did not delay its practical carry- 
ing out, and it would be without interest to dilate upon them. 
What is of importance is that instruction in mental medicine 
was introduced at this time, in an official and effective manner, 
into the schemes of medical education. 

In order to render the situation clear, and to show what has 
been done and what yet remains to be done, it is necessary to 
examine into the state of affairs in each of the medical faculties 
of France. 

There are at present in our country seven schools of medicine. 
At the time when the decree was promulgated, in 1877, there 
were only five: those of Paris, Montpellier, Nancy, Lyons and 
Lille. Two others have since been created, those of Bordeaux 
and Toulon. This last has only existed a few months; it was 
started in May last, and its courses of instruction are not yet 
complete. A clinical course of mental diseases has been planned 
and will soon be organized, but is not yet in operation. The 
same state of things exists at Bordeaux; though the school is 
older, nothing has yet been done. 

At Lille a supplementary course on mental diseases was carried 
on regularly for several years. It was in part theoretical and 
part clinical. This last part of the course has been given in the 
insane asylums of the Department du Nord, and the students 
were invited to meet there once aweek. The physicians of 
these asylums, notably MM. Bouteille, Dubian and Lemoine, 
were themselves professors. Unfortunately the asylums are 
rather distant from Lille. The students not being compelled to go 
there attended them in very small numbers; so finally the course 
has been discontinued for two years past. It is sought, how- 
ever, to renew the course, and under more practical conditions. 

In the Faculty of Medicine at Nancy, instruction in mental 
disease was organized in 1879, when a clinical chair was created, 
which has thus far been filled by Dr. Langlois, physician in 
chief in charge of the asylum at Maréville, situated two kilo- 
meters from Nancy. Once a week those students who desire it 
are taken in carriages to the asylum. The instruction which is 
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given there is purely practical; they are presented to and made to 
examine the patient, on whom the professor afterwards lectures. 
There is no theoretical course. The students, as I have indi- 
cated, are not obliged to attend these clinics, nevertheless they 
do so in large numbers and very assiduously. 

At Lyons, where the school was created in 1877, instruction in 
mental diseases was provided for from the beginning and on as 
large a scale as possible, under conditions similar to those al- 
ready described and more complete. There are at the same 
time practical and theoretical courses by different professors. 
The practical instruction is given at the insane asylum of Bron 
(Blione), where there are two services, male and female, for 
clinical needs. Dr. Arthaud, physician and chief at the asy- 
lum, has been made titular professor, and gives two lectures a 
week. At the same time an agregé of the faculty, Dr. Carrier, 
gave in Lyons itself the theoretical lectures, also twice a week. 

In 1883 the first titular clinical instructor died, and then the 
condition of things was changed. The course of the agregé 
was suppressed and has not been renewed. There has been 
since then but one professor, who gives clinics at Bron once a 
week and lectures twice at the medical school in the theoretical 
course. The professor is Dr. Pierret, who has quite a celebrity 
as a pathological anatomist. The asylum at Bron presents the 
same difficulties as those situated near Lille. It is rather dis- 
tant. The means of communication are poor, and very few 
students attend the clinical course. Psychiatrical instruction, 
therefore, at Lyons can hardly be satisfactory. 

At Montpellier the conditions are infinitely better. The asy- 
lum is situated almost in town and in proximity to the medical 
school, which facilitates matters very much. The clinical chair 
of medical diseases at Montpellier has existed since 1880, when 
it was assigned to Dr. Cavalier, physician and chief of the asy- 
lum and professor of general pathology in the medical school. 
In reality, however, the course had already existed for some 
years, since Dr. Cavalier, aside from his regular duties, had 
given gratuitously clinical lectures in the asylum three times ¢ 
week. At present and since the death of Dr. Cavalier, the clin- 
ical professor of mental diseases is Dr. Mairet, distinguished 
for his important works on insanity. Three times a week he 
gives clinics at the asylum. The other days he lectures, or the 
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students are practiced in the examinations of the insane. The 
general visit to the asylum, which contains about six hundred 
patients, is made every day by a large number of highly inter- 
ested students, who appear to be zealous in the study of the 
patients, and the clinic is evidently doing good service. 

The organization of the course of mental diseases at the asy- 
lum of Montpellier includes some other elements which hardly 
belong to it properly, but which nevertheless contribute to its 
vitality. Under the skilled direction of M. Mairet, laboratories of 
chemical and physical biology, and also of pathological anatomy, 
have been established. These are open to the students, who 
may thus combine clinical facilities of the asylum with experi- 
mental researches, and thus develop extensively their instruc- 
tion and add themselves valuable scientific results. The good 
results of this plan have already made themselves felt; very 
promising students have developed in these active and thoroughly 
scientific surroundings. 

There remains only the school of Paris, where the means of 
instruction in mental medicine, without being better organized 
than those of Montpellier, are more important. The clinical 
chair of mental diseases was created in 1877, but it has been 
fairly in operation only since 1879. It is given in the Asylum 
Sainte Anne, which is in Paris itself, and where two pavilions, 
one containing one hundred and twenty men and the other 
sixty women, are devoted to its use. Professor Ball has been so 
far its only regular professor, but he is assisted by a chief of 
clinic, who is at present Dr. Rouillard. This latter has charge 
of all administrative questions. The professor has therefore 
only to occupy himself with matters of instruction. 

The selection of the patients for the clinic is made under 
special and essentially favorable conditions. The chief of, clinic 
has the privilege of selecting out of all the asylums in the De- 
partment of the Seine those which appear to him the most 
interesting. He can also return to the other asylums such 
patients as have become chronic or have lost their special inter- 
est. Thus the clinic of the professor is always supplied with 
patients that show points of interest, and with only one hundred 
and fifty beds he may have pass through his hands in the course 
of a year five or six hundred individuals. An organization of 
this kind is only possible in a city as populous as Paris, where 
the number of the insane mounts up into the thousands. 


| 
| 
| 
| 
| | 
| 


282 LETTER FROM FRANCE. [ October, 


The instruction is given as follows: 

Every Sunday throughout the year the professor gives in a 
special hall a lecture, which is preceded by a visit to all the pa- 
tients in the clinical pavilions. Amongst these he chooses one 
or more who form the text of his lecture. This is always clin- 
ical; never theoretical. Once a week, on Tuesday, there takes 
place a conference which is directed by the chief of clinic. 
After the Sunday lecture and after the Tuesday conference, the 
chief of clinic presents the patients to the audience and exam- 
ines the students, either by questions or by requiring their diag- 
noses. The Sunday lectures are attended by a number of 
students, sometimes by as many as a hundred and twenty. The 
Tuesday clinics are usually attended by about fifty. Besides 
these, some students come on other days to visit, and examine 
the patients with the chief of clinic, who very kindly places 
them at their disposal. 

The theoretical course is given twice a week at the medical 
school by an agregé, Professor Dr. Ballet, who has an average 
of from sixty to eighty auditors. 

Such is the present situation of official instruction in mental 
medicine in France. Before commenting on the subject, it is 
necessary to say a few words on the unofficial instruction. 

This is to-day in nearly the same condition as it was before 
the inauguration of official instruction. It scarcely exists except 
in connection with the schools at Bordeaux and Paris. At Bor- 
deaux, Professor Regis has received the authorization to give his 
coursein the halls of the medical school, without, however, having 

‘any actual connection with it. The lectures which he gives al- 
though purely theoretical, have met with a success which gives 
good promise of the results which would follow a well organized 
official clinical course. 

At Paris there are a number of unattached professors, men of 
undoubted merit, and many of whom have attained a high 
celebrity. They lecture either at the Salpétriére or the Sainte 
Anne, where the treatment of the insane of whom they have 
charge, permits them to give clinical courses. At the Sal- 
p¢étriére there are Doctors J. Falret, August Voisin, Joffroy and 
Felix Voisin. At Sainte Ann is Dr. Magnan, whose clinics are 
given twice a week, on Sunday and Wednesday, and are numer- 
ously attended. Dr. Magnan has for his clinic, which is perhaps 
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the richest in the world, all those patients that are arrested in 
Paris before they are distributed to the other asylums, and he has 
pass before him every year about five thousand acute cases in 
the most interesting stages of their diseases. 

The inauguration of official instruction is an incontestable ad- 
vance of which the good effects are beginning to make them- 
selves felt. Those students, who in the former condition of 
things would have finished their studies like their predecessors, 
without any knowledge of mental disease, have now the means 
of supplying this deficiency. It is to be hoped that their number 
will increase who ayail themselves of these opportunities, and that 
in the near future there will be numerous physicians properly 
instructed in these subjects. 

Nevertheless it will not do to ignore the fact that the state of 
things is yet unsatisfactory and needs many reforms and im- 
provements. 

The first and perhaps the most important of these will be to 
have the study of mental diseases not only made practicable and 
facilitated, but be also compulsory. At present a knowledge of 
these diseases is not one of the subjects that is made essential to 
the candidate seeking his diploma as doctor of medicine. 

Very rarely are questions bearing on mental medicine asked 
in the examinations, and this is certainly one of the reasons that 
so many persons neglect to make themselves informed about them. 

But in order that knowledge of mental disease should become 
obligatory in the examinations, it is necessary that the students 
should be obliged in the course of their studies to attend regu- 
larly clinics on insanity. Three months might be sufficient as a 
minimum, and in this length of time, if properly directed, they 
might be able to obtain an elementary knowledge of insanity 
sufficient to meet the more urgent necessities of their medical 
practice. 

One other improvement should precede even the above; that 
is, that the clinics of insanity should be arranged conveniently 
to the centre of study, in the immediate neighborhood of the 
schools. Consideration of the facts as they exist indicates this 
necessity. At Lyons and Lille the clinics are far from the 
medical schools and the students attend them in very small 
numbers. It is hardly possible that it can be otherwise, since 
going and coming so long a distance is expensive and takes up 
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valuable time. At Nancy the asylum is nearer, but still too far 
and the attendance is small. Finally at Montpellier and Paris 
the clinics are located very conveniently for the students and 
they attend them in larger numbers. 

The organization of the clinic of mental diseases at Paris is 
such that one might still desire improvement in some respects.- 
One ought to consider indeed that the crowding of the insane 
in an ordinary asylum, does not furnish the most favorable 
field for imparting the primary and essential notions in regard to 
mental diseases. One meets under such circumstances too many 
chronic and incurable cases, in whom the typical manifestations 
of the disease are not easily found. What is necessary is the col- 
lection of the insane during the acute and primary periods of their 
ailment, somewhat analogous to the clinical service ina general hos- 
pital. Itis not necessary that this collection should be numerous. 
Some thirty individuals, male and female, would be sufficient, 
taking for granted that they are changed sufficiently often. 

Finally experience has shown that purely theoretical courses 
attain only incompletely the end which they propose. Clinical 
courses, therefore, should alone be established, since they alone 
give the requisite knowledge of insanity. ‘‘Fabricando fit 
Saber;” it is by seeing patients that good physicians are made. 

The public authorities have seriously given their attention to 
the realization of some of the improvements above indicated. 
Very recently in the seance of June 10th and 11th the 
Superior Council of Public Assistance adopted a resolution 
that there should be clinical instruction in mental diseases 
and the medico-legal relations of insanity in the state schools of 
medicine which do not already possess these courses; second, that 
this instruction should form part of the examination for the 
doctorate of medicine. 

To sum up, I repeat that which I said in the beginning; that 
the instruction in mental diseases in France has not reached 
such a pointof perfection that it can serve as a model, but 
that this may soon be realized. In any case the incontestable 
progress that has been made within the past twelve years and the 
manner in which this progress has been made, is perhaps 
more promising in certain respects than that which has been 
followed in countries where the organization appears at first 
more complete and better than our own. 

Toulouse, June 14, 1891. Victor PaRANT, M. D. 


NOTES AND COMMENTS. 


THE CARE OF THE InsANeE IN Scornanp.—That few 
countries on the whole have better provisions for the care and 
treatment of the insane than Scotland is evident from a perusal of 
the Thirty-third Annual Report of the General Board of Com- 
missioners in Lunacy, which has just been published. 

On the 1st of January of this year there were 12,595 insane 
in Scotland, being 298 in every 100,000 of the population, 
about 300 of the number being in the schools for imbeciles, or 
in the general prison. For this number of the insane there 
are nineteen royal and district asylums, with 7,116 patients; five 
private asylumsy with 152; six parochial asylums, with 1,517; 
sixteen lunatic wards of poor houses, with 882; and a lunatic 
ward of the general prison; while 2,613 are maintained in 
private dwellings under the jurisdiction and control of the 
board of lunacy commissioners only, apart from any connection 
with public ‘‘establishments’ except in the case of private 
patients who are not kept ina private dwelling ‘‘for profit” or 
not subjected to compulsory confinement, or have not had their 
property put in charge of a court. All the institutions except 
the private asylums receive ‘‘ paupers,” i. e., those supported by 
the parochial rates, or by the State; and in the ‘“‘ private dwell- 
ings” there were but 124 private patients, to 2,489 paupers 
who were thus ‘‘ boarded out.’’ Admission is by sheriff’s order, 
by sanction of the beard, by transfer, or voluntary. The num- 
ber of these last for the preceding year was 90. These can be 
detained for only three days after notice of leaving, and the 
commissioners say that it has practically worked well, and com- 
mend this provision. The royal asylums, seven in number, are 
those founded by charitable benefactions before the lunacy act 
of 185%7—two of these, the Royal at Glasgow and Murray’s at 
Perth, have now confined themselves to private patients. The 
district asylums, twelve in number, are those created for both 
classes by the act of 1857. 

The number of admissions for 1890 was: private 522, pauper 
2,213. The recoveries were: private 199, pauper 975. The dis- 
charges of unrecovered patients were: private 124, pauper 418. 
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The death-rate was 8.4 per cent. on the number resident. 
During 1890, 105 patients were released on ‘‘statutory pro- 
bation;” of that number 18 were finally discharged as recovered, 
9 after probation expired remained under care of friends, 24 
were returned to the asylum, 1 died and 53 were still out on 
probation. 

On this interesting subject the commissioners say: 

In the numbers above’ given the cases of patients discharged on trial for 
periods not exceeding twenty-eight days are not included. Such trials can be 
made without the sanction of the Board, and they are frequently made use of 
by some superintendents. The statutory discharge on probation is not grant- 
ed by the Board for a period exceeding one year, and its special use is to 
permit of the conditional liberation of patients whose fitness for permanent 
discharge cannot be determined without actual trial for longer periods than 
twenty-eight days. It is frequently found that patients, who appear while in 
the asylum to have improved so much that they are fit for being provided for 
in private dwellings, become unsettled when the restraints of the asylum are 
removed. It is not, however, justifiable to retain permanently in the asylum 
all patients in whose cases a possibility of such unsettlement is thought to 
exist. The large majority of patients discharged on probation undergo no 
deterioration, and many are benefited by the change. By discharging pa- 
tients on probation there is an opportunity for testing their fitness for 
permanent discharge, and at the same time for replacing them in thé 
asylum without the expense attending a Sheriff's order, if they prove unfit for 
permanent discharge. We continue to be of opinion that in some establish 
ments a more frequent application of the probationary discharge to patients 
whose fitness for residence in private dwellings may be uncertain would lead 
to a larger number of permanent discharges than takes place at present. 


As we have too little space left to do justice to this valuable 
and instructive report, we shall content ourselves with calling 
attention to the matter of maintaining lunatics in private 
dwellings. Of course a considerable number of private patients 
live in their own families, not under jurisdiction of the Board, 
and some few in which the malady is not ¢onfirmed, are boarded 
temporarily; but the great majority both of private and pauper 
patients are under Board visitation and closely looked after, 
though not under asylum administration. The Scottish system 
in this respect is not a mere extension of asylum administration. 
The idea is to provide for those unrecovered or harmless cases 
who do not require asylum treatment. 

On this subject the Commissioners say: 

The experience of the Board has led them to the view that patients who 
do not require asylum treatment should be placed as nearly as their condition 
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will permit in the position which they would have occupied had they been of 
sound mind, sharing the interests and joining in the occupations of the sane; 
and for this purpose the Board think it necessary that they should be altogether 
outside of asylum administration, and that asylum authorities should have no 
control or responsibility in regard to them. There will always remain much 
in regard to both pauper and non-pauper patients, but especially in regard to 
pauper patients, which cannot be dealt with satisfactorily by asylum officials. 
Every pauper lunatic does not come, and ought not to come, within asylum 
administration. There must always be duties to be performed previous to the 
admission of a pauper lunatic to an asylum, which must be performed by the 
authorities of the locality in which the patient is found. It must always rest 
with these authorities, as in Scotland it rests, except in a few police cases, 
with the Parochial Boards and their officials, to determine, in the first instance, 
whether a pauper is insane, and if insane whether asylum treatment is neces- 
sary. The responsibility for his care naturally rests upon them, they have to 
defray the cost of his maintenance, and they are best acquainted with the 
circumstances of his case. There should of course be an adequate guarantee 
that they fully recognize their responsibility, and this appears to be sufficiently 
furnished by their requiring to satisfy a supervising authority such as the 
Board, that the lunatic does not require asylum treatment, and by the neces- 
sity for obtaining the sanction of such an authority to the way in which he is 
provided for. 

What is true of pauper lunatics who have never been in asylums is equally 
true of those who have been in asylums, but who have become fitted for home 
care. In considering questions connected with the disposal of patients fit for 
home care, no distinction can be drawn for any practical purpose between 
those who have been in institutions and those who have not; and if the care 
of those who have never been in institutions is found to be adequately secured 
by parochial authorities acting with the sanction of a central authority, no good 
reason can be given for instituting any different kind of supervision over 
those lunatics who have been in institutions, but who no longer require con- 
finement in them. 


For this purpose, the Board is authorized by statute to issue 
‘« special license” to keep in private houses not exceeding four 
patients, and there are now over 400 persons holding such 
licenses. In some cases patients are ‘‘ boarded” with their own 
relations, but those coming from city residences, or homes with 
unfavorable surroundings, are directed by the Board to better 
places with strangers. This furnishes the Board with a ready 
means of relieving the asylums from ‘‘an undesirable accumula- 
tion of patients who have ceased to require the special arrange- 
ments of an asylum.” Of the whole number thus placed out 
in private dwellings, no less than sixty-five per cent. were from 
the public establishments. The Board also sees to it that there 
shall not be too great aggregation in one neighborhood. The 
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parochial authorities also, under the Board, join in the work of 
supervision under this system. One striking result is the frequent 
removal of a pauper lunatic from the poor-roll, his relatives 
finding that they can undertake to support him after his 
removal from a public institution to private care. 

As to the effects of this plan, Dr. Lawson says in his report: 


“‘l am glad to be again able to report that, notwithstanding the 
great increase in the number of insane persons who have been placed 
or allowed to remain in private dwellings, the visitation which I have now 
completed has deepened the impression which I[ have formerly felt 
and expressed, that, with very few exceptions, the patients under domestic 
care have been adequately provided for and are considerately treated, and that 
the system which enables them to be carefully distributed amongst the general 
community is productive of benefit to them and of economy to the ratepayers. 
The great extension which is represented by the increased number of those 
visited has not oeen accompanied by any diminution in the standard of com- 
fort or well-being prevalent in the homes of patients under domestic care. 
On the contrary, the guardians and dwellings which have been obtained in 
recent years have been, generally speaking, of a higher class and character 
than formerly. In fact, a tendency which exists amongst parochial officials 
to look for homes for pauper lunatics, amongst people of the genteel class, has 
required to be somewhat controlled, inasmuch as it has always been the experi- 
ence of the Visiting Commissioners that a humble home, well kept and 
provided, was more likely than any other to afford abundance of plain food, 
and to necessitate the habitual association of the insane with the sane inmates 
of the dwelling This habitual association of the insane with the sane in- 


mates of the dwellings is properly regarded as of the greatest importance. 

Where the patients are kept apart as unfit to take their place as fully admitted ¥ 

members of the household, the chief part of the advantages to be obtained by 

liberation from the asylum are likely to be lost. There might indeed be pro- 

duced in such circumstances a greater feeling of being outcast than could be 

felt in any asylum, and the desire that every lunatic should as far as possible 
occupy the position he would naturally have occupied had he been sane would 
be wholly frustrated.” 


The closeness of the family relations, which it is desirable 
should exist, and which often grow up between patient and 
guardian, is pleasantly illustrated in Dr. Lawson’s remarks on 
the visitation of patients by their relatives: 


‘“‘T have made such inquiries,” he says, ‘‘ as to the visitation of pa- 
tients by their relatives as have satisfied me, that, notwithstanding the 
distances which in many cases divide them such visitation will compare 
favourably with that of patients resident in asylums. In many the frequency 
with which this duty is performed is striking and highly creditable. In many 
cases the patients are visited on public holidays, and in some instances they 
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are taken charge of for the day by parties of relatives and friends, to share in 
their jollity and good cheer. During a holiday visit a female teacher, the 
niece of a pauper patient, was so much struck with the beauty and comfort 
of her aunt’s home that she has several times come to spend her summer 
vacation under the same roof and in the society of her relative. In many 
cases periodical visits are paid with the greatest regularity and are anticipated 
and recalled with pleasure both by patient and guardian. One advantage of 
these visits of relatives to patients in private dwellings is that they bring the 
guardians into close personal intercourse with those who are deeply interested 
in their patients, inasmuch as the visit generally occupies a considerable part 
of a day, and the guardian plays the part of hostess to visitors.” 


ALCOHOLISM IN FRANCE.—There are few subjects on which 
unscientific generalization is more frequently indulged than that 
of the relationship of alcoholic drink to disease. As a rule, the 
temperance advocate is not a man of great intellectual vigor, and 
his fanaticism is quite likely to be in inverse ratio to his 
knowledge of his subject. Witness a recent prohibitionist 
medical symposium in New York, at which the wildest kind of 
a talk was made to do duty as argument. Of a very different 
tone is an article in the Journ. des Connaiss. Médicales, No. 48, 
giving the main points of a lecture by Dr. Magnan on 
Alcoholism in France: 


The history of alcoholism is of relatively recent date. France has notably 
been protected from the scourge. It is hardly forty years since cases of 
alcoholism were few outside of the great centres, and certain special popula- 
tions. This is not the case to-day. In many regions the people of the 
country districts are as much affected as those of the cities. In provinces 
where the culture of the vine exists alcoholism has made its appearance since 
the oidium and the phylloxera have attacked the vine. While we admit with 
M. Coste that luxury, etc., have produced excesses in spirit drinking, as 
appears to be the case in certain departments where the ravages of the oidium 
have been least, and that in other regions misery has produced the same 
results, as has also been demonstrated in other countries, as in Switzerland, 
it is none the iess true that the substitution of alcoholic drinks for wine, cider 
and beer has produced the most disastrous effects. To be noticed also as an 
important factor of alcoholism is the development of a new industry formerly 
unknown, that of bowilleurs de cru, who abuse their privilege by inundating 
the country with their toxie products. 

In this state of things the alarm has been first given by the savants; thence 
the public and the legislature have taken it up in theirturn. There is besides 
the moral and economic side, a fiscal question. We have therefore raised 
the duties on alcohol and absinthe, and diminished, at least in Paris, those on 
wine, and in 1873 a law was passed against drunkenness. The current of 
opinion seems to be expressed by the economic formula of M. Guyot; to make 
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the hygienic drinks free and make alcohol pay their tax. It would be a great 
step if we could suppress the privileges of the bowillewrs de cru, but for 
political reasons it is doubtful whether this could be actually accomplished. 

In order to show the urgency of the fiscal measures it is sufficient to notice 
the diagrams in the report of M. Claude (des Vosges). The curves represent 
the production of the different alcohols from 1840 down to the present day. 
We see that in 1840, when the wine culture was in the highest prosperity, 
there was distilled in France 800,000 hectolitres of alcohol from fruits, 40,000 
hectolitres from molasses, 35,000 from grain, and 20,000 hectolitres from 
beets. Progressively since that time the production of alcohol from fruits 
has diminished, and that of the so-called higher alcohols has increased; thus 
in 1885 the figures are reversed so that the production of alcohol from 
raisins fell to 25,000, while that of the higher alcohols rose to 1,800,000 
hectolitres. In a toxic point of view one unit of ethylic alcohol corresponds 
to one-fifth or one-sixth of amylic, methylic and butylic alcohols. Hence we 
see while the consumption of alcohol has increased very greatly the products 
consumed are much more hurtful, and we need not be astonished at the rapid 
increase of alcoholism. 

The examination of charts annexed to the report of M. Claude is very 
instructive. They give the geographical distribution of the consumption of 
alcohol (according to the excess statistics); the tints are the darker as the 
consumption is the greater. The three charts indicate the average consump- 
tion of alcohol per capita in each department in 1873, 1881 and 1885, and 
show the progress in this respect during the period of thirteen years. 

Comparing them we see that in the latest one the tints are darker every- 
where, and that the average consumption of alcohol for the whole country has 
increased at least one litre per capita. A red line which surrounds the 
regions where the consumption is above three litres per capita, goes from St. 
Malo to Montmedy, then is notably lowered as it connects Nantes with 
Besancon; in descending below Cote d’Or, we find it surrounding la Gironde, le 
Rhone, &c. If now we compare these charts with those of Lunier showing 
the distribution according to departments of alcoholic insanity, in relation to 
other mental diseases, we find a striking agreement between them; they might 
be put one above the other, so to speak. If we do not find the proportion of 
alcoholics to correspond exactly with the official consumption of alcohol we 
must keep in mind the illicit and contraband production, very great in some 
regions, such as the frontier, the Vosges for example, where the proportion of 
alcoholics has become enormous. M. Luzet, the great distiller, estimates the 
quantity of alcohol illicitly introduced at 1,072,000 hectolitres, while other 
authorities give it as over 2,000,000. 

Finally, when we remember that there are more than 500,000 boutlleurs de 
cru in France whose products are not subjected to any serious control, and if 
we take note that there are vine growers without vines and without either 
apples or pears who nevertheless manufacture alcohol, we shall be able to take 
account of the value of their products in the enormous amount of alcohol 
consumed. 

M. Rochard, however, after viewing the moral and hygienic side of the 
question, calls attention to the enormous expense of alcoholism to France. 
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Summing up the price of the alcohol, the days’ labor lost, the totals of the 
fraud, the expense of the care of drunkards, according to the figures, which 
appear to be within the truth, the expense exceeds a milliard and a half. 

But what are the destinations of all these aleohols? We meet them on our 
tables, not only under the forms of brandy, cognac, rum, but also in the form 
of wine. Wines are manufactured to-day into which there enters not a drop 
of grape juice. The process of vintage that had formerly some raison d’étre 
in adding one or two degrees of alcohol in the weaker products is undoubtedly 
the first step in this new industry. This practice, allowable within certain 
limits, has to-day become an abuse that cannot be too severely denounced. 
By mixing the foreign wines from Italy and Spain with the alcohols of 
Germany before introducing them into France, the quantity is increased four 
fold. Bouquet, color and quality, are added with the aid of the chemist. 

The author gives statistics of the effect of alcohol on insanity in the depart- 
ment of the Seine, going back a number of years, which show a very decided 
increase up to the present time. The latest figures, from 1887 to 1890 
furnished by M. Magnan are the most complete, and include besides the cases 
of acute and chronic alcoholism, cases of insanity in which intemperance was 
the exciting cause. In 1887 the cases of alcoholism amounted to 24.84 per 
cent., and those of insanity directly due to alcohol as the exciting cause to 
13.13 per cent., which makes a total of over 37 per cent. of all cases. In 1888 
the ratio was 35.38 for males, 12.83 for females. In 1889 it was 33.07 in 
males and 11.95 in females. Alcohol was by far the largest single cause of 
insanity. 


INSANE CRIMINALS IN BELGIUM.—There has recently been 
established in Belgium, by royal decree, under the Department of 
Justice, a service of mental medicine in connection with the 
prisons. The Report of the Minister of Justice to the King 
alls attention to the large number of prisoners who, while in 
confinement, show symptoms, real or feigned, of insanity. Good 
discipline demands the punishment of a feigner and humanity 
that the insane convict shall be treated in an asylum. Thus the 
first step has been taken in Belgium towards the establishment 
of special asylums for insane criminals. The prisons of the 
Kingdom have been set off into three districts for the purposes 
of this new service, to each of which an experienced alienist has 
been assigned. The first district will have the expert services 
of Dr. Jules Morel of the Hospice Guislain, Ghent, who, it is 
safe to surmise, has doubtless much to do with this enlightened 
policy of the Department of Justice. The second and third 
districts are in charge of Dr. Masoin, professor at the Univer- 
sity of Louvain, and Dr. Semi, medical superintendent of the 
asylum at Mons. 
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A New Private Hospitat Micuigan.—The problem of 
furnishing adequate accommodations for the well to do insane 
of Michigan has been satisfactorily solved by the erection and 
equipment of ‘‘Oak Grove,” at the flourishing inland city of 
Flint. ‘The plates and floor plans presented with the ‘‘Announce- 
ment ”’ show the buildings to be well adapted to the objects of the 
institution. They comprise four brick structures, a centre, rear 
centre and two wings for patients, all fronting in a southerly 
direction and connected by corridors in the form of a semi-circle. 
The hospital is incorporated, and under the control of a Board 
of Directors. In the choice of a medical director wisdom has 
been shown in the appointment of Dr. George C. Palmer, for many 
years superintendent of the Michigan Asylum for the Insane at 
Kalamazoo. The present capacity of the hospital is seventy- 
five. 


DEATH OF Dr. 8S. 8. Scnuuttz.—The news of the death of 
Dr. Schultz, Superintendent of the State Hospital for Insane at 
Danville, Pa., will come with a shock to his brethern in the 
speciality. He died September 27th, of—as stated in a news- 
paper account—‘‘heart failure,” in the sixty-first year of his 
age. 

Dr. Schultz was born in Berks County, July 5, 1831, and 
was educated in his native county until the age of 14, when he 
attended school at Washington Hall, going thence te the Acad- 
emy at Allentown, (now Muhlenburg College,) where he remained 
one year. He then entered Princeton College, at which he 
graduated in 1852, whereupon he began the study of medicine 
with Dr. Daniel 8. Detweiler, of Montgomery County. After a 
careful preparation he entered the University of Pennsylvania, 
graduating as doctor of medicine in 1856. 

After leaving the university he practiced in Allentown until 
he was appointed assistant physician at the Harrisburg State 
Hospital. 

In 1861 he made a tour abroad, spending one year in study- 
ing the methods in practice in the hospitals and public institu- 
tions of Germany, England, and France. On the outbreak of 
the civil war he hastened home and entered the army, serving 
as surgeon of Pennsylvania Volunteers and surgeon of United 
States Volunteers. He served with the Seventy-fifth and 
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Twenty-third Regiments Pennsylvania Volunteers and as execu- 
tive officer and surgeon in charge of general hospitals at Harris- 
burg, Pa., Covington, Ky., Madison, Ind., and Columbus, 
Ohio. 

Here he resigned at the close of the war in 1865. 

Returning to Harrisburg he was in active practice until 1868, 
when he was invited by the commissioners to assume the super- 
intendency of the Danville Hospital. He remained in that 
position until his death, a period of nearly twenty-three years. 
All who knew Dr. Schultz will bear testimony to his fidelity, to 
his professional and official worth, to his honesty of purpose and 
to the purity of his life and character. 


THE CONGRESS OF AMERICAN PHYSICIANS AND SURGEONS.— 
The second triennial meeting of this body, held in Washington, 
during the last week in September, was a success, so far as the 
numbers in attendance and the quality of the papers read are 
concerned. The meeting of the Neurological Association, in 
particular, was generally admitted to have been the most suc- 
cessful in the history of that organization. Although it cannot 
be said that any epoch-making discoveries were announced, the 
quality both of the papers read and of the discussions, which 
were, in many cases, of even greater interest, was of a high 
order, and, notwithstanding that every effort was made to 
secure a rapid dispatch of business, a considerable number of the 
papers announced in the programme had to be read by title at 
the close of the meeting. Evidence was not wanting that the 
hostility manifested in the early days of the association toward 
those neurologists whose practice was in institutions for the insane 
is a thing of the past, but it cannot be said that there was very 
much disposition shown to trespass upon what the formerly 
proscribed class may, on their part, have been too much disposed 
to consider their exclusive domain. ‘Two interesting cases of 
insanity were reported, but both were considered exclusively from 
the clinical point of view. Evidently there is still opportunity 
enough for ambitious alienists to win distinction. 

Very unfortunately for the comfort of those in attendance, it 
happened that some of the hottest weather of the season 
occurred during the session of the Congress. Whether owing 
to this, to the water, or to some other circumstance—a question 
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on which doctors disagreed—gastro-intestinal disorders were 
almost epidemic among the members, and, in view of a some- 
what similar experience at the previous meeting of the Congress, 
a pretty strong feeling was shown in many quarters in favor of 
the choice of some other place for its next meeting. 

It was perhaps owing to the circumstances above alluded to 
that the general meetings of the Congress were not, in all cases, 
so largely attended as they deserved to be from the interest of 
their proceedings. Very many found attendance on the meet- 
ings of their special societies as much as they could well endure, 
under the prevailing conditions. 

The scientific results of such an assemblage are, of course, 
mainly comprised in the work of the various constituent 
societies, and to estimate them would require a review of the 
entire proceedings. ‘The good accomplished does not come so 
much from the new facts announced, which would, mainly, be 
brought out in some other way, as in the stimulus arising from 
association of those of similar tastes and pursuits, and from the 
spectacle of such a body of representative men, drawn together 
not for place and power, not for social enjoyment, but for 
mutual help in imparting and receiving knowledge. Whatever 
else may be true of the Congress, it may be said of it that it 
was, throughout, scientific in tone and spirit. 


MEMBERSHIP IN THE AMERICAN MEDICAL ASSOCIATION.— 
We are requested to state that membership in the American 
Medical Association is obtainable, at any time, by a member of 
any State or local Medical Society which is entitled to send 
delegates to the Association. All that is necessary is for the 
applicant to write to the Treasurer of the Association, Dr. 
Richard J. Dunglison, Lock Box 1,274, Philadelphia, Pa., 
sending him a certificate or statement that he is in good stand- 
ing in his own Society, signed by the President and Secretary of 
said Society, with five dollars for annual dues. Attendance as 
a delegate at an annual meeting of the Association is not neces- 
sary in order to obtain membership. On receipt of the above 
amount the weekly Journal of the Association will be forwarded 
regularly. 
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JESSE PARKER BANCROFT.* 

Dr. Jesse Parker Bancroft, for twenty-five years the superin- 
tendent of the New Hampshire Asylum for the Insane, and for 
thirty years its treasurer, died at his home in Concord, N. H., 
April 30th, of uremia. His illness dated back to October, 1889, 
when he was somewhat suddenly attacked with serious illness 
while presiding at a meeting of the N. E. Pathological Society. 
From the sickness he sufficiently regained his strength to 
enable him to be about and maintain an active interest in affairs 
until his final illness. 

Dr. Bancroft, son of Jonathan and Betsey (Parker) Bancroft, 
was born in Gardner, Mass., April 17, 1815. He fitted for 
college at Phillips Academy, Andover, Mass., and entered 
Dartmouth College in 1837, graduating from that institution in 
1841. He studied medicine with the late Prof. E. R. Peaslee, 
of New York, serving as his demonstrator of anatomy at the 
Brunswick Medical College, and graduated from the Darmouth 
Medical School in 1844. For a year he taught school in the 
Pinkerton Academy at Derry, N. H., and then, in 1845, com- 
menced the practice of medicine in St. Johnsbury, Vt., where 
he remained for twelve years, developing a large general and 
consultation practice. 

In 1857, upon the resignation of Dr. John E. Tyler, the 
trustees of the New Hampshire Asylum for the Insane called 
Dr. Bancroft to the position of superintendent and treasurer of 
that institution. Against the urgent entreaties of his patients 
in St. Johnsbury, and after much deliberation, he finally decided 
to accept the position, and entered upon his new work July 15, 
L857. 

Dr. Bancroft brought into his new field of labor the same earnest 
enthusiasm that characterized his work in general practice. At 
that early day there were many obstacles to the successful treat- 
ment of insanity: First, the hospital construction itself was 
contracted and meagre, presenting serious therapeutic and sani- 
tary defects. With a building imperfectly lighted, warmed and 


* For portrait see frontispiece. 
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ventilated, there were few facilities for the proper classification 
of the different varieties of insane patients. But, perhaps, the 
most grievous barrier to the successful treatment and care of 
the insane at that time was the utter lack of interest and 
indifference of the public at large as to the real character of 
insanity, and an ignorance as to the proper moral, hygienic and 
therapeutic requirements of the disease itself. Particularly 
was this lamentable ignorance prevalent in New Hampshire. 
Not only was there lack of interest, but there was much decided 
opposition to any expenditure of the public funds for the 
amelioration of the unfortunate insane. 

To the somewhat difficult problem of remodeling the old and 
imperfectly constructed asylum, of adapting the old structure 
to the demands of the disease and the individual wants of the 
patients with whom he was confronted, Dr. Bancroft bent him- 
self with great earnestness. Old walls were torn down, 
innumerable ventilation flues constructed where none existed 
before, bay windows thrown out, sunlight admitted into dark 
corners, and warm, pure air supplied to those parts most needing 
it, so that finally the old asylum became practically a new one 
as far as its architectural limitations would admit. To the still 
greater task of enlightening the general public, of leading them 
up gradually to a proper understanding of the subject, Dr. 
Bancroft also most earnestly applied himself. In written 
articles and letters, in conversation with the most intelligent 
members of legislative committees, and other persons through- 
out the State, he sought to diffuse a clearer, understanding as to 
the needs of the insane and the true character of their disease. 
Particularly did he labor with the relatives of patients visiting 
the asylum, to dispossess them of their prejudices. He 
encouraged their frequent visits, and sought to impress upon 
their minds the fact that insanity was disease to be intelligently 
treated like any other. His labors were not without avail. 
Slowly the people throughout the State became aware that there 
were insane within their borders, that they needed care and 
treatment, and finally as a result, a more liberal policy toward 
the insane, and particularly toward the New Hampshire Asylum 
as the only public institution in the State for the care of 
insanity, began to declare itself. 

During the last few years of his life Dr. Bancroft took great 
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interest in the subject of State supervision of the insane, and 
it was through his instrumentality that in 1887 the first State 
Board of Lunacy was established in New Hampshire by the 
legislature. At the same time this State Board was provided 
with power to transfer any suitable case from the county alms- 
houses to the State hospital for remedial treatment. This was 
a great step in advance for New Hampshire, and fairly marks the 
beginning of a new era in the care and treatment of insanity in 
that State. 

Dr. Bancroft was a progressive man, and though cautious in 
all that he did, still he was not so conservative as to lose sight 
of whatever was really meritorious in the progress of the day. 
He was among the first to recognize the importance of the 
so-called individualized treatment of insanity. The failure of 
the old style of asylum architecture to meet the growing 
recognition of the individual in the treatment of insanity, com- 
manded his attention, and was recognized by him in the many 
alterations and additions that he instituted in the New 
Hampshire Asylum—notably in the Bancroft Building, devoted 
to the care of convalescent female patients. An article written 
by him and entitled ‘‘The Bearing of Hospital Adjustments 
Upon the Efficiency of Remedial and Meliorating Treatment in 
Mental Disease,”’ and which appeared in the AMERICAN JOURNAL 
oF INSANITY, Vol. 45, p. 374, embodied his ideas upon the most 
important subject of hospital construction in relation to the 
varying phases of mental disease. 

Dr. Bancroft’s long and useful life was practicaily identified 
with the history of the care and treatment of insanity in New 
Hampshire. One of the most striking characteristics of his 
professional life was the tender regard and warm affection in 
which he was held by innumerable patients. Quiet, just and 
always sympathetic, he won, wherever it was possible, the hearts 
of his patients. These same qualities endeared him to his 
friends and relatives, and to them his death brings an irreparable 
loss. 
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State or New York—StTatTe Commission 1n Lunacy. 


Present—Car.os F. MacDona.p, M. D., President, 
Goopwin Brown, Commissioners. 
Henry A. REEVEs, 


A conference called by the State Commission in Lunacy between itself and 
trustees, managers and superintendents of State Hospitals was held at the 
Gilsey House in the city of New York, Tuesday, July 14th, 1891. 

There were present Carlos F. MacDonald, M. D., Goodwin Brown and Henry 
A. Reeves, of the Commission, and the following representatives of State 
Hospitals: 

Binghamton State Hospital, Trustee O’Connor and Superintendent Arm- 
strong. Buffalo State Hospital, Manager Curtiss and Superintendent Andrews. 
Middletown Homceopathic State Hospital, Trustees Burt, Van Amee, Slote, 
Lynde, Graham, Stivers and Devoe and Superintendent Talcott. St. Lawrence 
State Hospital, Manager Weaver and Superintendent Wise. Rochester State 
Hospital, Superintendent Howard. Willard State Hospital, Trustee Hammond 
and Superintendent Pilgrim. Utica State Hospital, Manager Dunham and 
Superintendent Blumer. Hudson River State Hospital; (Superintendent 
Cleaveland appeared and asked to be excused from attendance on account of 
jll health.) 

The meeting was called to order at 11 a. mM. by Commissioner MacDonald. 

On motion of Commissioner Brown, Mr O’Connor of the Binghamton State 
Hospital was made chairman of the meeting. 

At the request of the chair Commissioner MacDonald stated that the con- 
ference had been called to consider the following subjects: 

1. The adoption of a uniform system of rules and regulations for the in” 
ternal government of State Hospitals. 


2. An increase in the rate of compensation paid to attendants, especially 
in that paid to female attendants, with a view to have their wages approximate 


_more nearly the rate paid male attendants; also to consider the ratio of attend- 


ants to patients. 

3. The provision of light industrial occupation for such of the inmates of 
State Hospitals as are able and willing to work, in order to increase their 
chances of recovery. 

4, The admission of private or paying patients to State Hospitals. 

After a full discussion of the necessity of the establishment of uniform 
rules and regulations for the conduct of State Hospitals, Commissioner Mac- 
Donald moved that the matter be referred to a committee to consist of one 
representative of each board of managers or trustees of the State Hospitals, 
such committee to be appointed by the chair, and that the committee be in- 
structed to prepare a set of rules and regulations, which shall embody the best 
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features of existing rules and regulations of the several State Hospitals and 
to submit the same at a meeting of the commissioners, managers and superin- 
tendents to be held at Binghamton, in October next. 

The motion was seconded and adopted unamimously. 

The chair announced as such committee the following gentlemen and stated 
that the committee would elect its own chairman. 

Messrs. Curtiss, of the Buffalo State Hospital; Rogers, of the Binghamton 
State Hospital; Burt, of the Middletown State Hospital; Weaver of the St. 
Lawrence State Hospital; Raines,of the Rochester State Hospital; Hadley, of 
the Willard State Hospital; McClelland, of the Hudson River State Hospital; 
Dunham, of the Utica State Hospital. 

The next subject discussed was the compensation paid at State Hospitals to 
attendants, and the ratio of attendants to patients. 

After a full discussion of the whole matter, Commissioner Brown offered 
the following resolution: 

Resolved, That a committee of five be appointed by the chair to consider the 
subject of the compensation of attendants and the ratio of attendants to 
patients in State Hospitals, and that such committee report at a meeting of 
the commissioners, managers and superintendents to be held at Binghamton, in 
October next. 

The resolution was duly seconded and adopted unanimously. 

The chair announced the following gentlemen as members of the com- 
mittee: 

Messrs. Van Amee, of the Middletown State Hospital; Hammond of the 
Willard State Hospital; Doctors Andrews, of the Buffalo State Hospital; Wise, 
of the St. Lawrence State Hospital; and Blumer, of the Utica State Hospital. 

Discussion ensued with reference to the recommendation of the Commission, 
as to the provision of light industrial occupation for the insane in State Hos- 
pitals, in order to increase their chances of recovery, but no action was taken 
with regard to the matter. 

Commissioner MacDonald called up the next question for consideration, 
namely, the admission of private or paying patients to State Hospitals, and 
offered the following resolution : 

Resolved, That it is the sense of this meeting that the State Hospitals 
should be permitted to receive private patients from any part of the State 
without restriction, the rate not to exceed ten dollars per week. 

A free discussion of the matter ensued. Finally on motion a vote was 
taken on the resolution, each hospital being restricted to one vote, with the 
following result: 

Ayes—Binghamton State Hospital; Buffalo State Hospital; St. Lawrence 
State Hospital; Rochester State Hospital; Utica State Hospital; Willard State 
Hospital. 

The Middletown State Hospital declined to vote. 

The Hudson River State Hospital was not represented, but the superin- 
tendent and one of the managers of that institution subsequently informed 
the Commission that they were heartily in favor of the proposition. 

On motion, the meeting then adjourned to meet at Binghamton in October 
next, 
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It has been suggested that it might be expedient and well for the two com- 
mittees to meet at Willard State Hospital, on some day in October, for the 
purpose of settling and preparing their several reports—such day to be fixed 
by agreement between their respective chairmen or members. 

T. E. McGarr, Secretary. 


State or New YorK—StTATE COMMISSION IN LUNACY. 


At a Special Session of the State ‘Commission in Lunacy held at the 
Capitol, in the City of Albany, on the twenty-fourth day of June, 
1891. 
Present—Carwos F. MacDona.p, M. D., PRestpENT, ) 
Goopwin Brown, Commissioners. 
Henry A. REEVEs, j 


ORDERED: 

That the following forms of books and records prepared under the direction 
of the Commission for the use of State Hospitals and other institutions for 
the care, custody or treatment of the insane, be and the same are hereby 
adopted, to take effect October 1, 1891, unless otherwise provided: 

No. I. Case Book. Size of page 8} inches; index two letters to a leaf; 
each book to have 420 pages; books to be full bound, Russia ends. Case books 
will be arranged one for each sex. 

No. II. Index Book. With key. Size of page 10 x 14; each book to have 
175 pages; each page numbered consecutively from 1; binding full Russia ends. 
Index books will be arranged one for each sex. 

No. III. Admission Book. Size of page 84 x 14 inches; to have 360 
pages; no index or paging; binding to be best full bound ledger. Admission 
books will be arranged one for each sex. 

No. IV. Record of Discharges. Size of page 84 x 14 inches, to have 360 
pages; no index or paging; binding to be best full bound, Russia ends. One 
volume for each sex. 

No. V. Prescription Record. Size of page 84 x 14 inches; to have 360 
pages; index 26 pages. Binding to be best full Russia ends. One volume for 
each sex. 

No. VI. Autopsy Record. Size of page 8} x 14 inches; each book to have 
420 pages. No division into sexes. To be paged consecutively from 1. No 
index. Full bound, Russia ends. 

No. VII. Burial Record. Size of page 94 x 12 inches; end opening; to 
have 200 pages; no division into sexes; no index. Binding, strongest full 
bound black Morocco. 

No. VIII. Physician’s Daily Report. Size of paper 8 x 10}. (Single Re- 
cord). 

Sample sheets of the above described forms will be furnished upon application. 

By the Commission: . 


[u. s.] T. E. McGarr, Secretary. 
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State or New YorK—SratTe Commission Lunacy. 


At a Special Session of the State Commission in Lunacy, held at the 
Capitol, in the City of Albany, on the ninth day of September, 
1891. 
Present—Car.os F. MacDona.p, M. D., 
Goopwin Brown, Commissioners. 
Henry A. REEvEs, 
In the Matter of the Admission of Private or 
Pay Patients to the State Hospitals for the \ 


Insane. | 


The laws of the State having declared that the State Hospitals were erected 
and are to be so maintained and governed that the public insane patients, for 
which class the Hospitals were established, shall have the preference—the 
statute expressly providing as follows: ‘‘Whenever there are vacancies in the 
asylum the managers may authorize the superintendent to admit, under spec- 
ial agreements, such recent cases as may seek admission under peculiarly 
afflictive circumstances, or which in his opinion promise speedy recovery ;”— 
and the Commission being required, by chap. 126, of the Laws of 1890, ‘‘to 
forthwith cause the removal * * * * from the counties of * * * * as many 
of the pauper and indigent insane as can be accommodated;” and the Com- 
mission having, in conference, requested the opinion of the managers and 
superintendents of said Hospitals touching the admission of private or pay 
patients, which after due deliberation was given in a resolution adopted by the 
affirmative vote of six of the eight Hospitals—one being unrepresented and 
one not voting—us follows: 

‘Resolved, That it is the sense of this meeting that the State Hospitals 
should be permitted to receive private patients from any part of the State 
without restriction, the rate not to exceed ten dollars per week;” and 

In order that the rights of the insane poor, and of such as can pay small 
sums only, may be fully protected by reserving to their use and benefit as 
much room space as may properly be required, and in order to guard against 
the restriction of such space by its undue allowance to private or pay patients 
who may desire it as an equivalent for a large weekly or monthly compensa- 
tion; it is hereby 


ORDERED: 
1. That on and after October 1, 1891, no private or pay patient at any 
State Hospital be permitted to occupy more than one room for his or her per- 
sonal use or behoof, or to command the exclusive services of an attendant; 
and, thereafter, there shall be no distinction permitted between public and 
private or pay patients as to the care and accommodation furnished them. 

2. That whenever the managers or trustees shall determine that vacancies 
exist, private or pay patients may be admitted by them without further 
restriction, at a rate of compensation not to exceed ten dollars per week, pre- 
ference to be given in all cases to patients of small or moderate means. 
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3. That this order, unless specially so directed, shall not be held to require 
the removal of the private or pay patients in custody October 1, 1891. 

4, That this order shall take effect October 1, 1891, and on said date the 
order relating to private or pay patients entered Sept. 2, 1890, shall cease and 
be of no effect. 

By the Commission: 

[L. s.] T. E. MacGarr. Secretary. 


State ofr New Commission Lunacy. 


At a Special Session of the State Commission in Lunacy held at the 
Capitol, in the City of Albany, on the ninth day of September, 
1891. 
Present—Cartos MacDonaup, M. D., 
GoopwINn Brown, ( Commissioners. 
Henry A. REEVEs, 

Whereas, The statute creating the State Commission in Lunacy requires 
that it ‘‘shall, from time to time, meet the managers, trustees or responsible 
authorities of each institution, or as many of the number as practicable, in 
conference, and consider in detail all questions of management and of im- 
provement of their respective institutions,” therefore be it 

Resolved, That on the second Thursday each of November and May a session 
of the Commission be held for the purposes set forth in the preamble of 
this resolution, at the Capitol in the City of Albany, unless otherwise ordered, 
and that the managers, trustees or responsible authorities of each hospital or 
institution for the care, custody or treatment of the insane be requested to 
send a representative thereto, 

By the Commission; 

s.] T. E. McGarr, Secretary. 


State or New York, Civit Service Commission, 
ALBaANy, N. Y. 

An open competitive examination of candidates for the positions of First 
and Junior Assistant Physicians, and Apothecaries in State Hospitals, will be 
held at the Office of this Commission, on Thursday, October 22d. 

JOHN B. RILEY, Chief Hxaminer, 
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